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EAR PATHOGENS: 


/ 


OTITIS EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS MEDIA 


and 


()tamylori~Hydrocortisone 


EAR DROPS | BACTERICIDAL 


Manner of Use: 


After gently cleansing and drying the 
ear canal, Otamylon (2 or 3 drops or 
moistened wick) is applied three or four 
times daily. 


Supplied: 
Otamylon—bottles (15 cc.) with dropper. 
Otamylon € Hydrocortisone—15 cc. com- 
bination package to be mixed prior to 
dispensing. 


uithrep LABORATORIES 
New York 18, N.¥ 


Otomylon and Sullomyion (brond of molenide), trademarks reg, U. Pot. Off 


FUNGICIDAL 
ANALGESIC 
HYGROSCOPIC 


Otamylon is a clear, odorless, 
sterile, viscid liquid containing: 
Sulfamylon® HCI ............ .. 5% 
Benzocaine ... .............. ....5% 
Anhydrous glycol q.s. 100 


Otamylon with Hydrocortisone: 
Same formula with 0.02% 
hydrocortisone. 
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rILOCARPINE 


the 1SO-SOL Co. inc 
NOENHURST NY 
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aqueous PILOMIOTIN 4%, 4%, 1, 2,3,4% 


An effective, stable, non-allergenic solution of surgical 
quality and utmost patient comfort... 


methylcellulose PILOVISC 4,1, 2,4% 


A stable, uniform solution providing prolonged 
contact for most efficient miosis. . . 


castor oil PILOMIOTIN IN OIL 2% only 


A stable, uniform solution for extended 
nocturnal glaucoma therapy... 


Write for samples and literature 


py The ISO-SOL CO., Inc. 
$0 


Farmaicia Panamericana, The Ranar Co., 
Panama City Montreal 
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Sterile sleeve has been removed for photographing purposes. 


“Dial-in” magnifications. The AO Magni-Changer gives you instant “‘dial- 
in” selection from five different magnifications . . . 3.5X through 15X. 
The parfocal optical system and large depth of focus mean you can 
change magnifications without refocusing. Once in focus, the focusing 
adjustment tension can be tightened instantly to assure that accidental 
jarring will not alter focus at a critical point during operation. The ex- 
ceptional long working distance remains constant at 8 inches to assure 
ample room for your hands and surgical instruments at all magnifications. 


American Optical 
COMPANY 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 
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gical Microscope 


gives you 3-D magnification for 
minute operative procedures 


The AO Surgical Microscope extends the 
advantages of 3-dimensional magnifica- 
tion to many varied surgical and clinical 
procedures. In Ophthalmology it will 
prove invaluable in Gonioscopy and for 
such surgery as discissions of congenital 
cataract, suturing of corneal transplants, 
removal of scleral and anterior a 
bodies, and lamellar grafts. As an oto- 
scope, it can be used to perform such 
surgery as fenestrations and stapes mo- 
bilization, 


gist in clinical examinations of skin 
lesions, cracks and pustules. 

In short, the AO Surgical Microscope 
can be used in any application where 
3-dimensional magnification is desirable 
and where an intense, vertical light source 
is required to observe minute body sur- 
faces or to illuminate the interior of small 
aperture body orifices. 

Convenient mechanical adjustments 
allow you to position the microscope 


In addition, this instrament should 
find wide application as an effective visual 
aid for surgery in many fields ranging from 
Proctology and Gynecology to Neuro- 
surgery and Cosmetic Surgery. It should 
also prove invaluable to the Dermatolo- 


body over the en area and into 

precise focus quickly and surely. Inclined 
eyepieces assure comfortable viewing, 
and the 10X Wide-Field eyepieces have 
a high eyepoint permitting you to wear 
eyeglasses without any annoying cut-off 
-or diminishing field of view. 


Quick convenient adjustments. 
The vertical pillar and horizontal 
arm are easily adjusted to posi- 
tion the Microscope body quick! 
over the operating area. All a 
justments can be locked securely. 
Entire unit moves on locking 
ball-bearing casters. 


Light where you want it. Efficient vertical illuminator | pt so brilliant, 


shadowless light over entire field of view or deep inside minute body ori- 
fices where the angle is too acute for oblique illumination. Light does 
not pass through microscope’s optical system...light is deflected vertically 
by prism arrangement located beneath objective...there’s no disconcerting 
light scattering or color aberrations. In addition, top quality, coated optics 
throughout the entire optical system provide a sharp, erect three-dimen- 
sional image with superior contrast and exceptional depth of field. 
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Dept. W255 
2 Please send complete information about AO’s New Surgical Microscope. 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The wall mounted treatment cabinet, treatment chair, cuspidor with suction shown above are contained in 
a 5 x 6 ft. space. Note the comparative absence of visible plumbing and electrical wires. Although this 
equipment may be used conveniently in a small area it need not be confined to this space. The floor type 
cabinet can be substituted for the wall mounted type. A number of room arrangements will be furnished 
on request. 


WALL MOUNTED TREATMENT UNIT: Covered with stainless steel. Contains: air regulator with gauge, 
tubing, cut-off and air filter; nasopharyngoscope rheostat; push button; cautery transformer ond rheostat; 
otoscope transformer and rheostat; transilluminator complete with rheostat, cord, handle lamps, antrum 
and frontal tips; seven metal drawers on fibre runners and one large drawer for towels; waste container; 
bakelite covered work table 21” x 12”; space for five spray bottles, twelve solution bottles, shelf for cotton 
jars; pocket for history and prescription cards; spray bottle heater. Presents an attractive appearance and 
will not tarnish and is easy to keep clean. Price cornplete without glassware $195.00. Without air but with 
electrical equipment $165.00. With air equipment only $150.00. Without either air or electrical equipment 
$115.00. Complete set glassware $46 00. Otoscope head, coiled cord and handle $29.50 complete. 


FLOOR TYPE TREATMENT UNIT: Essentially the same as our wall mounted unit but designed for the 
physician who desires a movable floor type cabinet (glides are furnished if roll-around is not desired). 
May be obtained with built-in pressure. No. 501 DeVilbiss pump is used. 


CHAIR: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel 18” to 24”; paper covered headrest removable; chair locks with foot-pedal; bakelite arm-rests re- 
movable. Back locks rigidly in any position. Chair as shown but less light, in colors brown, green or black 
$160.00 (other colors available at $5.00 extra). By adding a footrest and turning handle chair can be 
used for turning tests. This additional equipment is easily and quickly removable. Add $30.00. 


COMBINED SUCTION AND CUSPIDOR: Designed to eliminate the cost of installing a separate suction. 
The apparatus is 12” wide and projects 134” from the wall. The flushing rim and the suction is furnished 
with a vacuum breaker and should meet all plumbing requirements. Stop and trap not furnished. Available 
in ivory, green and white. Price $103.00. 


INSTRUMENT TABLE: Table top size 11” x 17”, heavy base of procelain enamel on casters, standard is 
chromium plated, table stainless steel. Single deck $34.00, double deck (as shown) $40.00. 


EXAMINING LIGHTS: Chair mounted light, a flexible goose-neck lamp which can be moved up or down, 
this lamp may also be mounted on the wall as shown. Price $22.00. A telescopic light attached to the ceiling 
or may be attached to the base board in back of chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft 
$17.50 (add one dollar per additional ft.). 


LIGHT SHIELD: Takes an ordinary 100 watt lamp. Will not burst, spot can easily be rotated. $5.00. 


PHYSICIAN’S STOOL: A soft upholstered stool with easy running ball bearing stem casters (shown). $20.00. 
Stool with back, $26.00. Colors as listed for treatment chairs. 


All Prices are F.O.B. Los Angeles, Calif. 
Slightly Higher Outside of U. S. 


Surgical — Mechanical — Research, Inc. 
ESTABLISHED 30 YEARS 


1901-1903-1905 Beverly Blvd. SMR Los Angeles 57, Calif. 
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duces dermatitis and resistant cheali are 
-uncommon.”! “. _.penetrates the noninflamed 
‘eye better than any other antibiotic, regare 


y 
the inflammatory re- 
sponses of the body, cause a dec eased 
amount of scarring and vascularization.” 
“Hydrocortisone is about twice as potent 


ng ides spect 
bacterial, anti-inflammatory, and antiallergic 
action for topical treatment of patients with 
ocular inflammation complicated by. infection. 


OPHTHOCORT Ophthalmic Oint 
contains 1% CHLOROMYCETIN® 
chloramphenicol, Parke-Davis), 0.5% hydro- 


cortisone acetate, and 5,000 units polymyxin 
‘8B sulfate per Gm., ed in Ye-02. tubes. 


1957. (2) Queries. and Minor Notes, 
161:1032, 1956. (3) Smith, C. H.: Eye, Ear, Nose & 
Throat Month. 34:580, 1955. (4) Blakiston’s 
- Gould Medical Dictionary, ed. 2, New York, McGraw- 


The STORZ-ZEISS 
OPERATING MICROSCOPE 
with 


Footswitch and 


Transformer 


in Separate 


Explosion- Proof 


NO MODIFICATION 
REQUIRED 


The separate EXPLOSION 

Can be used PROOF UNIT is plugged into 
wall outlet and connected to 
light bulb plugs. Standard 
ZEISS non-explosion proof base of 

Operating Microscope, microscope is by-passed and 
OLD or NEW! undisturbed, thereby making 

; it available for photographic 

NO MODIFICATION procedures or as a stand-by 


REQUIRED! power source. 


with any 


Stor Justrument Company 


4570 Audubon Avenue e St. Louis 10, Missouri 
New York Showroom: 157 E. 64th St., at Lexington 
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FOR EYES OF EVERY HUE...CYCLOGYL’ FOR CYCLOPLEGIA 


NEW... FOR THE DARK BROWN OR BLACK IRIS... CYCLOGYL 2% WITH PVP— 


the special soothing base containing PVP (polyvinylpyrrolidone) permits use of a higher 
concentration, effective even in the most darkly pigmented iris. 


FOR THE BROWN OR HAZEL IRIS .. . CYCLOGYL 1% 
FOR THE BLUE, GRAY OR GREEN IRIS . . . CYCLOGYL 0.5% 


VALUABLE TIMESAVING — effective within 30 minutes — complete recovery within 30 
minutes when a miotic is used.* 
MAXIMAL SAFETY “... no significant variation of intraocular tension has been reported 
. does not produce any undesirable local or systemic effects following repeated 
instillation...’ 
INDICATIONS: Refraction. When both cycloplegia and mydriasis are desired in treat- 
ment of iritis, iridocyclitis, keratitis and choroiditis— preoperatively for cataract or other 
appropriate surgery. (Cyclomydril™ is preferred for diagnostic procedures and therapy 
requiring only mydriasis). 
AVAILABILITY: New Cyclogyl 2% 7.5 ml. dropper bottle, 
2 ml. dropper bottle (prescription size) 
Cyclogyl 1% 15 ml. dropper bottle, 
2 ml. dropper bottle (prescription size) 
Cyclogyl 0.5% 15 ml. dropper bottle 


SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


*When a miotic cannot be used, recovery occurs within 24 hours. 
1. New and Nonofficial Drugs: J. B. Lippincott Company, Philadelphia, 1958, p. 243. 


Schieffelin & Co. Prince 4794 CYC LOGYL 
Pharmaceutical and Research Laboratories 


New York 3, N.Y (cyclopentolate hydrochloride, Schieffelin) 
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(bismuth sodium triglycollamate)! 


_ BISTRIMATE EFFECTIVE IN 89.1% 
OF 395 PATIENTS WITH “CHRONIC SORE TH 


BISTRIMATE —a unique bismuth salt, orally produces therapeutically « 
J; systemic bismuth levels. Use of oral BISTRIMATE is safe, convenient and 


Smith, Miller & Patch, In 


FINE PHARMACEUTICALS = 902 BROADWAY. N.Y. 


. 

: 
4 
a $3 
q 
RESUL TANT. TO OTHER THERAPY 
economical...eliminates 
injections. Emergence of antipiotic-resistant 
a period of 7 to 10 days. In m ients alte 
tO . In many patients excellent results are often 
| : D: es of 100 and 1000 tablets. Each white scored tablet contains 
bismuth sodium triglycollamate 410 
es . m trigtyco ite 410 mg. (equiv to 75 mg. elemental bismuth). 
bo 
bie 


NOW...DISTINCT FUNDUSCOPIC OBSERVATIONS 
CYCLOMYDRIL”..FOR MYDRIASIS 
FAST... PROFOUND...WITHOUT CYCLOPLEGIA 
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You'll Hardly Believe 
Such Detail Possible! 


NO. 6 
SEWILE CATARACT 


STEREO SLIDES 
OF THE EYE 


3-Dimensional Realism! 


Thirty remarkable stereoscopic photographs of 
the eye, now available for professional use in 
three library sets of ten slides each. You can 
see them, and show them, in full, natural 3- 
dimension (or project them in 2-D, if you 
wish, with the aid of the special adapter 
below). 


Series |: Cataracts. Lamellar Cataract, Con- 
genital (optical iridectomy) and nine others. 
The set of ten for $20. 


Series Conjunctiva. Conjunctivitis Sicca 
and nine other related subjects. Set of ten 
for $20. 


Series Cornea. Marginal Corneal Ulcer, 
nine others. Set of ten for $20. 


Write for Complete Details 


Stero-Daptor for 2-D Projection 


An inexpensive accessory that permits the use 
of stereo slides in conventional 2x2 projectors. 
State brand name and model of projector when 
ordering. Only $4.50. 


If You Own a Contaflex 
Model I11, IV, Rapid or Super, you can 
now take extreme close-up stereo pic- 
tures of the eye. Write us for information. 


BARNETT Optical Laboratories 
3120 N. Cicero Ave., Chicago 41, Illinois 


es Made To Order 


Walter Melcher is applying color on 
an artificial eye. He needs the skill of 
an expert glass blower plus the color- 
ing technique of an artist to match 
eyes of all shapes and colorings. For- 
tunately, Walter is heir to 105 years’ 
experience. Our skilled glass and 
plastic eyemakers have passed along 
and perfected their technics since 
1851. These men visit most areas reg- 
ularly to make artificial eyes that are 
perfectly matched for your patients— 
another reason to call or write our 
nearest office on your next replace- 
ment. 


© Eyes custom made— 
glass or plastic 

© Eyes from stock sent on 
same day order received 


Complete —glass or plastic 


Damaged or broken eyes 

2 accurately matched 
Artificial Eye Fitted to all types of 

. motility implants 
SEIVICE 

X-Ray therapy shields, 
foreign body locators 
® Superior Quality— 
Finest Workmanship 


Mager and Gougelman tne. 


‘Serving the Profession Since 1851 
30.N. Michigan Ave. E. 56th St. 
Chicago 2, Illinois New York 22, N. Y. 
CLEVELAND DETROIT HOUSTON (Soper Bros.) 


KANSAS CITY MINNEAPOLIS ST. LOUIS 
BOSTON PHILADELPHIA PITTSBURGH WASHINGTON 
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Vernal 


conjunctivitis 


METRETON 


Ophthalmic Suspension 


combining METICORTELONE and CHLOR-TRIMETON 


in vernal conjunctivitis / episcleritis 
allergic blepharitis | ocular involvement of hay fever 
allergic conjunctivitis [ other ocular allergies 


Clearing after 
3 days of therapy 
with 


METRETON 


Suspension 


supplied: 5 cc. dropper bottle. 


METRETON,* brand of corticoid-antihistamine compound. 
METICORTELONE,® brand of prednisolone. 
CHLOR-TRIMETON,* brand of chlorproph ine preparations. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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ATOPIC CATARACT by Eman- 
uel Rosen, Newark Eye and Ear 
Infirmary. For the first time un- 
der one compendium—an anal- 
ysis Of surgical complications. 
A suggested therapeutic ap- 
proach is offered with emphasis 
upon pre- and postoperative 
routine care. An analysis of bio- 
microscopic changes in the lens 
of an atopic individual is por- 
trayed. The phenomenon of 
cataractogenesis is  ILLUS- 
TRATED STEP BY STEP. Diag- 
nostic signposts are illuminated 
which will alert the ophthalmol- 
ogist to better diagnosis. Pub- 
lication date November 1959 


NIGHT VISION by Gaetan E. 
Jayle, Albert G. Ourgaud; both 
of Faculte de Medecine de 
Marseille, France; L. F. Baisin- 
ger, Bakersfield, California; and 
William John Holmes, Honolu- 
lu, Hawaii. “One of the most 
outstanding monographs which 
has ever appeared in ophthal- 
mological literature. Much more 
than the usual review—extraor- 
dinarily comprehensive although 
it is—it provides a critical as- 
sessment and an_ integrated 
judgment on a multitude of in- 
compatible theories and inco- 
ordinated observations. Invalu- 
able as a source of informa- 
tion.’’—from the Introduction 
by SIR STEWART DUKE- 
ELDER. Pub. Sept. ‘59, 432 pp., 
178 il., $13.50 


THE CLOWN FAMILY SPEECH 
BOOK. ““‘We Want Toto!” by 
Morris P. Pollock and Miriam 
S. Pollock, Pollock School Inc., 
Brookline, Massachusetts. |!lus- 
trations by Alice Freeman and 
Miriam Pollock. As founders of 
the Pollock School Inc. the au- 
thors write with the wisdom and 
experience of 23 years of high- 
ly successful work with retarded 
children. Through the stories 
and exercises presented here 
you can not only develop speech 
in aphasic children but correct 
the speech problems of shy 
children troubled with faulty 
breath control, mispronuncia- 
tion, and poor articulation. The 
Workbook (available separate- 
ly) is put into the hands of the 
children —- a unique approach 
and the only speech workbook 
on the market today. Publica- 
tion date January 1960 


THE TONSILS AND ADENOIDS 
IN CHILDHOOD by Donald F. 
Proctor, The Johns Hopkins 
University School of Medicine. 
Otolaryngologists will welcome 
this first book in a two-volume 
series on the problems related 
to ears, nose, throat, and pero- 
ral endoscopy in childhood. Vol- 
ume | relates entirely to the 
tonsils and adenoids. Special 
emphasis is placed on diagnos- 
tic and therapeutic techniques 
not commonly employed, pre- 
sentation of patients’ histories 
as illustrative material, and on 
analysis of results. Publication 
date April 1960. 


ALL NEW: 


Add These Real 
Values to Your 
Reference Library 
In 
Ophthalmology 
ond 
Otolaryngology 


THE MEDIASTINUM by Ted F. 
Leigh and H. Stephen Weens, 
both of Emory University School 
of Medicine. This ciear and di- 
versified reference book covers 
practically all types of both 
common and rare lesions of the 
mediastinum. Two chapters pre- 
sent detailed description of 
gross and radiologic anatomy. 
Explanations are given for the 
many different mediastinal 
shadows seen roentgeno- 
grams of the chest. The lymph 
node systems are described in 
detail. Figures (290) with 
ample legends give advantages 
of an atlas. Pub. Sept. ‘59, 256 
pp., 440 il., $11.50 


CLEFT LIP AND PALATE RE- 
HABILITATION by William H. 
Olin, University Hospitals, State 
University of lowa. With a 
Chapter entitled ‘‘The Oral 
Structures as a Speech Mecha- 
nism’’ by Duane C. Spriesters- 
bach, State University of lowa. 
A wealth of information for 
anyone associated with the re- 
habilitation of patients with 
clefts. COMPLETE COVERAGE: 
Etiology, frequency, embryology, 
classification, surgical proce- 
dures, role of dentist, speech 
problems. Techniques are ex- 
plained and case histories are 
presented showing the various 
orthodontic and prosthetic treat- 
ment procedures. Publication 
date January 1960. 


DISEASES OF THE EYE by Eugene Wolff. Fifth Edition revised 
by Redmond J. H. Smith, University of London. This volume, 
now in its Fifth Edition, has proved itself as a sound and pop- 
ular introduction to ophthalmology, covering the whole field 
with brevity and clarity. The parts of the eye are considered in 
turn with descriptions of the injuries and diseases which may 
affect each, giving details of etiology, signs and symptoms, 
complications and treatment. Sections on examination of the 
eye, congenital anomalies and eye complications of general 
diseases are included. A list of drugs commonly used in oph- 
thalmology and their dosages is a special feature of this new 
edition. Publication date November 1959 


CHARLES C THOMAS © PUBLISHER 


301-327 East Lawrence Avenue 
Springfield 
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Acute conjuncti 


vitis! before treatment, showing engorged irregular superficial vessels 


NOW...the true solution for 
fast anti-inflammatory response 


and no irritating steroid particles 


@ mg. for mg. the most active steroid topically—up to 40 times the potency 
of hydrocortisone 


@ optimal not minimal steroid concentration in true solution for peak effective- 
ness ... maximal contact at the site of the lesion 


@ quick-acting broad antimicrobial activity when infection threatens recovery 
@ superior patient comfort—no stinging, no irritating particles, bland carrier 


1. Gordon, D. M.: Scientific Exhibit, American Medical Association, Annual Meeting, San Francisco, 1958. 
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INDICATIONS: Trauma—mechanical, chemical or thermal; 
conjunctival, corneal, or uveal tract inflammation involv- 
ing the anterior segment; allergy; blepharitis. 


posaGe: NeoDECADRON Ophthalmic Solution (0.1%)— 
One drop 4-6 times daily. 
NeoDECADRON Ophthalmic Ointment (0.05%)— 
Applied 3-4 times daily. 
In severe or sight-threatening conditions, the frequency 
of administration may be increased. Systemic therapy 
with DECADRON Tablets may be prescribed adjunctively. 


PRECAUTION: Steroid therapy should never be employed in 
the presence of tuberculosis or herpes simplex. 


Additional information is available to physicians on request. 


*NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. «© Philadelphia 1, Pa. 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


Product 


Steroid 
Concen- 
tration 


active ingredients 


Dexamethasone 
21-Phosphate (as 


the disodium salt) 


Neomycin 
Sulfate | Supplied 


NeoDECADRON 
Ophthalmic 
Solution 


0.1% 


1 mg./cc. 


5 mg./ce. | 
5 cc. (% 02.) 
sterile dropper- 


mycin base) bottles 


DECADRON 
Phosphate 
Ophthalmic 
Solution 


1 mg./ce. 


5 cc. (% 02.) 
sterile dropper- 
bottles 


NeoDECADRON 
Ophthalmic 
Ointment 


0.5 mg./Gm. 


5 
(equ 
3 


g./Gm. 
ivalentto 3.5Gm. (% 02.) 
mg. neo- tubes 
mycin base) 


DECADRON 

Phosphate 

@phthalmic 
Ointment 


0.5 mg./Gm. 


3.5 Gm. (Y% 02.) 
tubes 
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ophthalmic products 
with distinctive advantages... 


® their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa. 
a serious invader noted for the rapidity of its destructive powers. 


® their component antibiotics rarely sensitize. 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


brand Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


4 
brand Polymyxin B-Bacitracin-Neomycin 
with Hydrocortasone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


| 
= 
- 
Sa 
> 
> 
: 
= 
br 
# 


Standard 


preoperative procedure 


to control bleeding 


® 


3 


SALICYLATE 


(Brand of carbazochrome salicylate) 


& 


& 


Proven effective by 
over four years of clinical use, 


millions of doses 


In hemostasis blood clotting is only 
one factor. Restoration of capillary 
integrity is of primary import- 
ance.'* Adrenosem controls bleed- 
ing and oozing by decreasing exces- 
sive capillary permeability and pro- 
moting the retraction of severed 
capillary ends.’ 


Surgical Use 
Adrenosem is recommended pre- 
operatively where bleeding presents 
a problem. Minimal bleeding pro- 

es a clearer operative field a" 


Medical Use 
Adrenosem is an effective hemostatic 


mended dosage levels there are no 
contraindications. 

lied: 1 ce., 5 mg.; 

ets, 1 and P, 

5 cc., 2.5 mg. pw fie. ‘of all dosage 
forms is stated in terms of the active 
ingredient, adrenochrome mono- 
semicar 


Write for descriptive literature and dosage 
schedules 


*U. S. Pat. 2581850, 2506294 


THE s. E. MasSSENGILL COMPANY 
BRISTOL, TENNESSEE « NEW YORK « KANSAS CITY « SAN FRANCISCO 
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SALICYLATE 
(Brand of carbazochrome salicylate) 
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with 


ORTHOGON lenses... 


the extra satisfaction 


of knowing 


YOUR PATIENT has every right to all the 
pleasure he or she can get from a new pair 
of glasses . .. good appearance, comfort, and 
most of all, the best possible in vision. 

Because of their fundamental design, 
their correction system, and the superb 
quality of their manufacture, the single- 
vision series of Orthogon corrected-curve 
lenses provides the best in vision that sci- 
ence can offer. 

For you to furnish tangible evidence of 
such quality is to indicate your concern for 
your patient’s visual welfare. 

“For Vision at its Best’ tells your patient 
all he needs to know...and no more... 
about the care with which his prescription 
was prepared. 


It becomes a quiet, dignified means of 
telling your patient that you demand the 
very best in materials. It is more than a 
courtesy ... it is the essence of good profes- 
sional relations. 

The folder covers three points: (1) the 
care of glasses, (2) a mention of diversified 
vision needs, and (3) a certification of lens 
and prescription quality. 

If you are not now familiar with it, ask 
your supplier to show you a sample copy 
of “For Vision at its Best.’ It is available 
automatically with every Orthogon pre- 
scription from your regular supplier of 
B&L ophthalmic materials. 
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TAKE CARE OF THEM 
ent Treat 


preserve the hestre they have Keen ther 


glasses are a precision inst 


eat them accordingly Never rest them with the lenses face down with 


KEEP THEM CLEAN 


Wash your glasses every day with soap and warm water A 
small soft brush may be used to clean the hard-to reach parts Ory with a soft cloth or 
tissue Mave your glasses adjusted periodically and never attempt repaws On your Own 
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WHAT'S NEW PILLING 


ROCKEY TRACHEAL FENESTRATION INSTRUMENTS 
designed for E. E. Rockey, M.D., New York, N. Y. 


Rockey Tracheal Fenestration Suture Carriers 
and Pick-up Forceps 


These suture carriers and pick-up forceps simplify a difficult step in 
tracheal fenestration. 

“The distal margins of the two opposing skin flaps are inverted through 
the previously created tracheal window. This is accomplished by four 
interrupted sutures.” 

Each suture is carried through the tracheal wall twice, once going in 
(A) and once coming out (B). Without these suture carriers, this 
phase of the operation is very traumatic, if possible at all. 


BR BR BR 
4531 4532 4533 


Br 4531 Rockey Tracheal Fenestration Suture Carrier, slight curve............. $7.50 
Br 4532 Rockey Tracheal Fenestration Suture Carrier, acute curve. ................ 2.2.0... 7.50 
Br 4533 Rockey Tracheal Fenestration Suture pick-up forceps.........................20252... 8.00 


“Rockey-Thompson” Selective Bronchial Suction Catheters 


These radiopaque suction catheters range in size from 14 to 24 Fr., even. They are made of semi- 
rigid red latex with acutely curved tip for simple selective tracheobronchial insertion or self-insertion. 
These catheters are essential for patients with tracheal fenestration. Their diagnostic and therapeutic 
advantages to the clinician are apparent. 

They prove helpful to the anesthesiologist for selective aspiration of the tracheobronchial tree of 


each $6.35 


Bibliography of Tracheal Fenestration 
1. Rockey, E. E.; Mayer, Edgar and Rappaport, I.: Tracheal Fenestration. Dis. of Chest, 30:224, 1956. 
2. Rockey, E. E.; Surgical Technic of Trac eal Fenestration. Am. J. Surg., Vol. 96, No. 3:486, 1957. 
3. Rockey, E. E.; Thompson, S. A., Blazsik, C. F., and Ahn, K. J.: Tracheal Fenestration of a New Method 
of Treatment for Advanced Emphysema. New York State Journal of Medicine. In Press. 4. Rockey, E. 
and Thompson, S. A.; Selective Bronchial Suction Catheters and their Clinical ee. Am. J. Surg.. 
Vol. 96, No. 4:552, 1958. 5. Rockey, E. E.; Thompson, S. A., Epstein, I. G., Wasserman, Edward, and 
Ahn, K. J.: Tracheal Fenestration as a New Method for the Therapeutic Management of Chronic Pulmonary 
Diseases and for the Experimental Exploration of the Bronchial Tree. American Review of Tuberculosis 
and Pulmonary Diseases. In Press. 6. Rockey, E. E. and Thompson, S. A.: Present Surgical Technic of 
Tracheal Fenestration and a Report of Twenty-Two Cases. In Press. 


Prices f.0.b. Factory Philadelphia and subject to change without notice. 
Order direct from Pilling 


GEORGE P. PILLING «& son co. 


3451 Walnut Street + Philadelphia 
Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia ——- Los Angeles, Calif. 
CABLE ADDRESS: Surgical-Philadelphia 
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The increase tn public accep- THE ADVANCED SEMINAR designed to help you acquire 
knowledge of contact lens theory and procedure. To include these 
tance of contact lenses makes it latest developments: PHOTO ELECTRONIC KERATOSCOPY 
(PEK)*, W/J BICONS*, TORCON*, TELECON*, CONTA- 
essential for every ophthalmolo- SONICS, and fitting Keratoconus and Aphakia. 


: SEMINAR HOURS: Weekday 7 to 10 
gist to keep abreast of the latest 5 - 


CLINIC HOURS: Weekday 3:30to 5pm 
developments in this field. To Sunday 10:30 to 12:00 noon 


fill this need The Plastic Con- THE PRIMARY SEMINAR designed to answer the needs ci 

; . those now entering the contact lens field through practical dem- 
tact Lens Company has ex- onstrations of fitting techniques and alae 9 To include: 
fitting of the W/J SPHERCON® Bi-Curve and Tri-Curve lenses, 
the BICON* Bifocal Contact Lens, uses and methods of fitting 
SPHERTINTS*. 
SEMINAR HOURS: Weekday 7 to 10 pm 
Winter of 1959. Sunday 1to Spm 

CLINIC HOURS: Weekday 3:30to 5:00 pm 
Sunday 10:30 to 12:00 noon 


panded the number of contact 


lens seminars for the Fall and 


THIRD PORTION / NOVEMBER 1 TO NOVEMBER 30 FOURTH PORTION / DECEMBER 1 TO DECEMBER 31 

CITY DATE HOURS TYPE COURSE HOTEL CITY DATE HOURS TYPE COURSE HOTEL 
COLORADO ALABAMA 

Denver Nov.3 7to10 Primary & Advanced Brown Palace Birmingham Dec.10 7to10 Primary Dinkler-Tutwiler 


ILLINOIS 


FLORIDA 
Chicago Nov. 12 7to10 Primary Sherman Hotel 


Jacksonville Dec. 7 to 10 Primary Robert Mayer 
LOUISIANA Miami Dec. lto5 Primary & Advanced McAllister Hotel 
New Orleans ' lto5 Primary & Advanced Roosevelt Hotel Tampa Dec. 7 to 10 Primary Floridian Hotel 


OKLAHOMA GEORGIA 


Oklahoma = 
City 7t010 Primary Savannah Dec. 7to 10 Primary DeSoto Hotel 
Atlanta Dec. lto5 Primary & Advanced Atlanta Biltmore 
Tulsa ’ 7to 10 Primary Mayo Hotel 
TENNESSEE KENTUCKY 
Memphis ' 7to 10 Primary Peabody Hotel Louisville Dec. 7 to 10 Primary Brown Hotel 


TEXAS 

Dallas Nov.15 lto5 Primary & Advanced Statler-Hilton 
San Antonio Nov.17?7 7 to 10 Primary & Advanced Hilton Hotel 
Houston Nov.19 7 to 10 Primary & Advanced Shamrock-Hilton 


TENNESSEE 
Nashville 7to 10 Primary Dinkler-Andrew Jackson 


VIRGINIA 
UTAH Norfolk 7 to 10 Primary Commodore Maury 
SaltLake City Nov.1 1lto5 Primary & Advanced Utah Hotel Richmond .17 7to010 Primary John Marshall 


1(The Primary and Advanced Seminars are conducted at the same time.) There will be no charge for these courses. Please 
write for additional information and Registration Form. 


DUCTUS DEDICATIONE LEADERSHIP THROUGH DEDICATION 
TRADEMARK # Tracemer 


THE PLASTIC CONTACT 
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EWECT STYLING 
N CHURON LINE OF FRAMES FOR 


ONSIR 


BROWLINE® FRAME 


Here is the most popular combination frame in history . . . executed 
in anodized aluminum, the newest material . . . with the further 
distinction of the unique use of both polished and satin finishes, 


smartly delineated by hand engraving. 


This unique treatment is extended around the toprim corners, and is 
repeated on the matching Shurtone Panel Temples .. . the newest 
way to offer men the look they like. 


In two-tone Brown, Bronze, Ebony and Gunmetal . . . 44, 46 and 
48mm (18 to 26 bridge) . . . 50mm (also 18 to 26) on special order. 
Shuron Optical Company, Geneva, N.Y., Rochester, N.Y. 
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NEW ORLEANS ACADEMY OF OPHTHALMOLOGY 


The Tenth Annual Meeting of the New Orleans Academy of Ophthalmology will be 
held in the International Room, Roosevelt Hotel, 123 Baronne Street, New Orleans, 
February 8-12, 1960. 

SYMPOSIUM 


“LIDS, CONJUNCTIVA AND CORNEA” 
PANEL 
RAY BERKE, M.D. TOWNLEY PATON, M.D. 
PHINIZY CALHOUN, JR., M.D. BYRON SMITH, M.D. 
RAMON CASTROVIEJO, M.D. PHILLIPS THYGESON, M.D. 
LORENZ ZIMMERMAN, M.D. 


The registration fee of $75.00 includes associate membership in the Academy for the 
year of 1960, as well as all other features of the convention. Hotel reservations should 
be made early by writing directly to the 


EXECUTIVE SECRETARY, P. O. BOX 469, NEW ORLEANS, LA. 


make protection 
a part of every 
prescription 


BENSON’S HARDRx SAFETY LENSES! 


Eyes worth correcting are worth protecting. All of your 
patients deserve maximum safety from dangerous and 
costly lens breakage. Benson's HARDR«x safety lenses — 
ground to a formula-determined thickness and 
scientifically heat-treated — are toughened to resist impact. 


To impress on your patients that you've prescribed the 
ultimate in lenses for them, the identifying tag 
shown at left is attached to each pair of genuine HARDRx 
lenses. Your patients will appreciate your 
thoughtfulness in prescribing this extra protection . . . 
and will tell their friends of your quality service. 


Join the growing number of doctors who specify 
HARDR«x regularly. Remember: HARDRx 
prescriptions receive the same prompt handling. 


1913-1959 ... Our 46th year 


BENSON OPTICAL COMPANY 


Executive Offices @ 1812 Park Avenue, Minneapolis 
specialists in prescription optics since 1913 


COMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 
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SENILE MACULAR 
DEGENERAT ON 


ARTERIOSCLEROTIC 
RETINOPATHIES 


repeatedly ‘justified 
use LIPOTRIAD as accepted therapy 
ertain vascular retinopathies. Systemic 
subjective improvements are sometimes 
dramatic... always gratifying. “Offers 
for many cases in which progressive loss of — 
vision is a problem of increasingly’ 


LIPOTRIAD effects absorption of the grayish 
exudates and improves the peripheral vision. 
In other patients the macular edema subsides 
improvement of the central vision.> 


Keeney,* in his studies of 130 eyes, reports | 
that LIPOTRIAD was of sufficient value in | 


the treatment of “primary” senile degeneration 
the macula to continued 


Smith, Miller & Patch, Inc. | 


FINE PHARMACEUTICALS 902 BROADWAY.N 10. 


as a? 
LIPOTRIAD a potent>combination of choline, 
B-complex in liquid or capsules. 
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Instruments for Stapes Mobilization, 
Myringoplasty, Tympanoplasty 
Mueller Zeiss Operating 
Microscope with Explosion- 44-page brochure on the more important and 
widely used instruments for stapes mobiliza- 
tion and related procedures. Complete and up- 
to-date. 


New and Basic Equipment for 
Tonometry and Tonography 


24-page brochure which presents a major 
contribution to modern tonography in diag- 
Electronic Tonometer and 


Recorder combined in a nosis and study of glaucoma. 
single portable unit 


COMPLETE @ INFORMATIVE @ AUTHORITATIVE 
Send for your free copies today! 


Fine Surgical Instruments and Hospital Equipment 


330 South Honore Street ® Chicago 12, Illinois 


/rmamentarium 
DALLAS HOUSTON LOS ANGELES ROCHESTER, MINN. 
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All Alcon Miotics have these product advantages: a Methylcellulose vehicle (which is chemically 
inert) to provide prolonged contact, give unexcelled absorption of drugs, lubricate and soothe the 
eye ... Strict quality control to assure sterility and uniform potency from bottle to bottle... 
tonicity and pH adjustments to give optimum patient comfort with maximum therapeutic effective- 
ness ... sterile 15 cc. Drop-Tainer® packaging which reduces the likelihood of contamination 
during use... preservatives added. 
@ ISOPTO® CARBACHOL—Carbachol U.S.P. in three concen- 
each trations (0.75%, 1.5% and 3%) in a 1% Methylcellulose vehicle. 
a roduct @ ISOPTO® CARPINE—Pilocarpine HCI U.S.P. in six concentra- 
p tions (0.25%, 0.5%, 1%, 2%, 3% and 4%) with 0.5% Methylcellulose. 
@ ISOPTO® P-ES—Pilocarpine HCI U.S.P. (2%), Eserine 
Salicylate U.S.P. (0.25%) in a 0.5% Methyloellulose vehicle. 
@ iSOPTO® ESERINE—Eserine Salicylate U.S.P.in two concen- 
trations (0.25% or 0.5%) in a 0.5% Methylcellulose vehicle. 
Available at prescription pharmacies throughout the United States and Canada 


Alcon Miotics have GREEN caps and 
dropper tips for easy identification. toed ALCON LABORATORIES, INC., FORT WORTH, TEXAS 
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from Zenith 


... lo give you the thorough, precise 
hearing tests your patients may need: 


“Versatile, accurate “Audio Analyzer” 
Diagnostic Equipment 


Diagnostic Audiometer with Speech 


Record Playback Unit and Desk Speaker. 


Zenith — pioneer in sound and electronics — 
announces a new, complete pure-tone diagnostic 
audiometer designed for modular expansion, and 
incorporating the latest electronic advancements 
for precise and thorough audiometric testing. 


To give its basic audiometer much greater versa- 
tility, Zenith provides two matching attachments: a 
Speech Record Playback Unit and a Diagnostic 
Desk Speaker. The audiometer with playback unit 
permits special testing using either records or mon- 
itored live voice. The addition of the desk speaker 
permits accurate comparisons of test results with 
various hearing aid adjustments. 


The Zenith “Audio Analyzer” meets or exceeds 
all applicable specifications of the American Stand- 
ards Association. It gives the otologist the precise 
hearing tests he needs. Its versatility enables the 
clinician to perform a wide range of pure-tone and 
recorded speech tests with complete assurance of 
desired accuracy. Hospital personnel will find it 
ideal for obtaining exact pre- and post-operative 
hearing evaluations to guide surgical teams. 


Send me complete 


“ information on the 
L ivi NG. SOUN New Zenith Model 
HEARING AIDS ZA-200 “Audio 


Analyzer.” 


---=- Mail Coupon for Free Brochure! ---- 
Zenith Radio Corporation, Hearing Aid Division 
Dept. 41Z, 6501 West Grand Ave., Chicago 35, Ill. 


PERFORMS ALL THESE SPEECH 
AND HEARING TESTS: 


® Pure-tone air conduction 

@ Pure-tone air conduction 
with masking 

® Pure-tone bone conduction 

® Pure-tone bone conduction 
with masking 

® Calibrated recorded speech test 
with earphones 


® Calibrated recorded speech test 
with earphones and masking 

@ Live voice speech test with 
earphones 

@ Live voice speech test with 
earphones and masking 

® Recorded speech test with 
speaker 

@ Live voice speech test with 
speaker 


® Hearing aid evaluations 
with speaker 


@ Audiometer Weber 
@ Shifting voice test 
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alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON 


in CATARACT SURGERY 


ZOLYSE (alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON) selec- 
tively lyses the zonules, facilitates delivery of the lens and minimizes such dangers 
as Capsular rupture, loss of vitreous, traumatic iridocyclitis and detachment of 
the retina. 

The BALANCED SALT SOLUTION, ALCON, which is furnished as a diluent and 
for lavage purposes, is a sterile, physiological balanced salt solution containing 
those ions essential to normal cellular metabolism. This solution is more accept- 
able to the intraocular tissues'... and, in cataract surgery, seems to be more in 
balance with the normal fluids encountered in the inner eye.’ 

ZOLYSE reduces operative and post-operative complications. 

ZOLYSE is safe with no known contraindications in patients over 20. 

Each ZOLYSE unit contains one vial of 750 units of lyophilized alpha-chymotrypsin 
and one 10 cc vial of BALANCED SALT SOLUTION, ALCON, as the diluent and 
for irrigating the eye. 


‘Girard, L. J., Dukes, C. D., and Fleming, T. C. Presented at the International Congress of 
Ophth., Brussels, Belgium, 1958. 


Kara, Gerald B., “The Use of Alpha-Chymotrypsin in Cataract Extraction,” Research Report No. 
10, Alcon Laboratories, Inc., 1959. 
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in contact lenses 


it's OBRIG 


Molded 
Plastic Lenses 
FOR EVERYTHING IN SIGHT * 


Solutioniess 
Contact Lenses 
Pastis Contest A pioneer in plastic contact lens develop- 


Plastic Spherical ment and manufacture, Obrig Laboratories 
Contact Lenses maintains leadership in the contact lens field 
Bestest Rew through continuous, imaginative research. In 

Cylindrical experience, facilities and range of products 

Contact will not be surpassed. The 

as ist o rig products is a growing one; to its 

customers Obrig offers consultation and 

Gonioscopic Lenses assistance in problem fitting cases. In contact 
lenses — it’s Obrig for everything in sight. 


Wetting Solutions Obrig Laboratories, Inc. 
Molding Shells 75 East 55th Street, New York 22, N.Y. - PLaza 8-0960 


Molding Equipment Florida: P. 0. Box 791, Sarasota 
Ba — Foreign Branches: / Montreal, Canada 
Thickness Gauges Johannesburg, South Africa 
San Jose, Costa Rica 
Caracas, Venezuela 
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(Figure 1) 
Retinal 
hemorrhages 
before treatment 


retinal 
emorrhages 
absorbed 


with 
use 
of 


As shown by retinal photography, rapid 
absorption of retinal hemorrhages fol- 
lows use of IODO-NIACIN. These re- 
sults have been established in a series 
of 22 cases, 12 of retinal and 10 of 
vitreous hemorrhages!. 


IODO-NIACIN Tablets contain potas- 
sium iodide 135 mg. (2% gr.) and 
niacinamide hydroiodide 25 mg. (% 
gr.). The dosage used was 1 tablet 
three times a day. For greater effect 
this dosage may be doubled. 


IODO-NIACIN may be administered (Figure 2) 


ith- After 18 
in full dosage for a year or longer with wn - 4 
out any iodism or ill effect?. A. Am. J. Ophth. 42:771, 1956. lodo-Niacin 


2. Am. J. Digest Dis. 22:5, 1955. 
In emergencies, for rapid and intensive 3, Med. Times 84:741, 1956. *U.S. Patent Pending 
action, IODO-NIACIN Ampuls may be . . ‘ 
for professional samples and literature 


COLE CHEMICAL COMPANY 
IODO-NIACIN Tablets are supplied in 3721-27 Laclede Ave. 


bottles of 100. Slosol coated pink. | ‘St- Louis 8, Mo. 
Ampuls - f 10. Gentlemen: Please send me professional literature and 
puls 5 cc. in boxes of 10 samples of IODO-NIACIN 


CHEMICAL COMPANY' STREET 


3721-27 Laclede Ave., St. Levis 8, Mo.! 
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rapid onset-prolonged duration 
in all local anesthetic procedures 


SURFACE ANESTHESIA “CYCLAINE combines a greater spectrum 
of useful local anesthetic activity with a greater margin of safety. It 1s as active 
for surface anesthesia as for block and infiltration anesthesia.”"' Supplied as 
5% topical solution and 5% jelly. 


CAUDAL AND LUMBAR EPIDURAL ANESTHESIA 
CYCLAINE ts the drug of choice for epidural anesthesia because of *. . . lack of 
clinical toxicity . . . rapid onset . . . profound anesthesia similar in all respects 
to spinal anesthesia . . . high percentage of successful blocks (98.5 per cent)...’ 
Supplied as 2% iniection. 


(HEXYLCAINE HYDROCHLORIDE ) 


INFILTRATION NO MINOR BLOCK ANESTHESIA 
CYCLAINE is faster and longer acting than procaine in the same concentration. 
“Experience . . . impresses one with its almost immediate onset, excellent 
spreading factor and depth of anesthesia.’ Supplied as 1% injection. 


SPINAL ANESTHESIA “It has proved to be the best of all drugs used 
in this series [of obstetrical cases delivered by low spinal anesthesia]... We 
were particularly impressed by the large percentage of patients in whom there 


was no appreciable lowering of blood pressure.""* Supplied as 2.5% injection 
with 10% dextrose 


references : 1. Current Researches in Anesth. & Analges. 33.275, July-August 1954. 2 J Urol 72.2665 August 1954 
3. Anesthesiology 16.386. May 1955. 4. Western J. Surg, Gynec. & Obst. 99.533. October 1951 


g: MERCK SHARP & DOHME Division OF MERCK & CO. Inc. PHILADELPHIA 1 PA. CYCLAINE is a trademark of Merck & Co., Inc 
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for induction anesthesia 
there’s no “fighting” it 
VINETHEN E’ 


(VINYL ETHER FOR ANESTHESIA, USP) 


Patients rarely fight induction with VINETHENE. 
Its action ts rapid and smooth, seldom causing 
excitement or nausea. Used prior to maintenance 
with ether, VINETHENE largely spares the patient 
from irritation to mucous membranes. 

Also valuable in short operative procedures by 
itself and as a complement to less potent agents 
such as ethylene or nitrous oxide. VINETHENE has 

been used with confidence for well over 25 years. 


SUPPLIED: In 10-cc.. 25-cc.. 50-cc.. and 75-cc. bottles, 
each with adjustable plastic dropper cap. 


VINETHENE ts a trademark of Merck & Co. Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co.. inc. |. Pa. 
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E..:.TRI- CURVE.. 


and MUL CURVE 


“SPH ERCON*® 


Contact Lenses 


The SPHERCON is constructed to have 
the least possible effect on the exchange 
of precorneal fluid. It is constructed and 
fitted to allow minimal interference with 
the corneal metabolism. This lens is non- 


touching because it follows the central 


contour of the cornea and lies on a layer 


of tears. 


The fluorescein pattern shows how the 
SPHERCON allows the exchange of 


‘THE PLASTIC CONTACT LENS COMPANY 


TRI-CURVE 


MULTI-CURVE 


normal eye fluids on the surface of the 
cornea, and yet maintains its function as 
a contact lens. There is an even flow of 
fluorescein from a deeper layer in the 
periphery, through an intermediate layer, 


to a thin layer at the central optical area. 


Experiments have shown minimal 
corneal distortion and curvature changes 


with the SPHERCON lens. 


Write for your Contact Lens Fitting Manuai. 


59 E. MADISON ST., CHICAGO, ILLINOIS 
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TWO NEW MANUALS 


VOCAL REHABILITATION 
by FRIEDRICH S. BRODNITZ, M.D. 


Part |. The Speaking and Singing Voice 
Part 2. Functional Disorders of the Voice 
Part 3. Organic Voice Disorders 


Twenty-two chapters, 112 pages, 18 figures 
PRICE $2.00 


ALLERGY IN OTOLARYNGOLOGY 
by FRENCH K. HANSEL, M.D. 
JACK R. ANDERSON, M.D. 


Including chapters on such closely related 
subjects as immunity through use of bac- 
terial and fungus vaccines, vascular head- 
aches and related phenomena, and the use 
ana abuse of antibiotics. 


Twenty-three chapters, 186 pages. 
PRICE $2.00 


AMERICAN ACADEMY 
OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


15 Second St. S.W., Rochester, Minn. 


URGENT REQUEST 


The Uveitis Laboratory, University 
of California School of Medicine, San 
Francisco, is vitally interested in ob- 
taining freshly enucleated eyes from 
patients with all types of uveitis and 
other endogenous inflammations. At- 
tempts are being made to _ isolate 
etiologic agents from these eyes. 


The eyes should be placed in a 
sterile bottle, packaged with the his- 
tory and findings, and shipped as 
quickly as possible. Please send speci- 
mens special delivery, collect, and 
mark the package ‘Fresh Tissue Spe- 
cimen—Rush.”’ Do not freeze or use 
preservatives of any kind. 


A report of isolations of organisms 
and pathologic findings, including a 
slide, will be sent to the contributor. 
Credit will be given in any resulting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to... 

Samuel J. Kimura M.D., 
Michael J. Hogan, M.D., or 
Phillips Thygeson, M.D. 
University of California School 
of Medicine, San Francisco 22 


Students ... 


LEARN EMBRYOLOGY 
of the 
EYE — EAR — NOSE — THROAT 


Motion Pictures in color with sound 


show the complete development of the eye and the extrinsic muscles. The blood and nerve 
supplies of the eye and orbit are traced with clarity from the beginning to the adult stage. 
Muscle anomalies and their consequences can be fully understood after the demonstration 
of development of extraocular muscles from the original embryonic buds. The chamber 
angle and the trabeculae are visually demonstrated. See the complete development of the 
lens and the vitreous. 


show in three reels the development of the external, middle and inner ear with a summary 
for ready orientation. See the first diagrammatic demonstration of the rotation of the 
middle ear during early development and the relation of the inner ear to the mechanistic 
architecture of the conduction apparatus. 


An Album of Selected Pathological Sections of the Ear, Nose and Throat, prepared 
especially for graduate students from colored prints of frames from the motion picture. 
The motion picture and the albums are made to supplement each other. Take them both. 


Write for description and prices to 


AMERICAN ACADEMY of OPHTHALMOLOGY and OTOLARYNGOLOGY 
15 Second St. $S.W., Rochester, Minn. 
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Monel Metal 


IUM Applicator 


Used for nearly 20 years 


in the treatment of hyperplastic tissue, 
which cannot be surgically removed, 
at the Eustachian orifice 
or the fossa of Rosénmueller. 
Available through purchase 


or annual lease at a reasonable 


monthly rental. 


Write for details 


RADIUM CHEMICAL CO., INC. 


161 East 42nd St., New York 17, N. Y. 
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INDICATIONS AND LIMITATIONS OF LIGHT COAGULATION 
OF THE RETINA 


PRrRoFEssOoR G. MEYER-SCHWICKERATH 


BONN, GERMANY 
BY INVITATION 


Four years ago I first had the priv- 
ilege of speaking in the United States 
about my work in the field of light coag- 
ulation. At that time I reported on its 
use in the treatment of 41 patients; 
since then the number of patients treated 
has risen very markedly, and I am now 
in a position to report on the use of 
light coagulation in 1,000 patients. 


The great increase in the number of 
cases treated with light coagulation is 
due to two main factors. First, we have 
had more clinical experience with this 
method of treatment and new indica- 
tions have been evolved. I would like to 
stress at the outset that many of the 


indications are still in their very infancy, 
and further use and experience with 
light coagulation will prove whether they 
are true indications. Second, the techni- 
cal development of the light coagulator 
has reached an unexpected degree of 
perfection because of the work of Dr. 


Littmann and his staff at the Zeiss 
works in West Germany. They have 
produced a light coagulator which has 
surpassed all expectations. All operators 
of the light coagulator will be indebted 
to Dr. Littmann for his great achieve- 
ment, which was only possible. through 
his great technical skill and his _pro- 
found mastery of physiologic optics (fig. 


1). 


Presented at the Sixty-Third Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 12-17, 1958, 
This article was translated 
S. M. Drance, M.D.., 
thalmology, University 
Canada. 


Chicago. 
from 
Associate 


the German by 
Professor of (¢ Iph- 
of Saskatchewan, Saskatoon, 


The use of light coagulation is limited 
principally by the physical requirements 
of this method of therapy. It is therefore 
intended to discuss briefly the theoretical 
principles underlying light coagulation. 
The transparency of the ocular media 
allows radiant energy to enter the inte- 
rior of the globe without very much loss. 
This transparency applies only to a small 
part of the electromagnetic spectrum— 
namely, the visible light spectrum and 
also a part of the shorter wave lengths 
of the infrared spectrum; 1.e., wave 
lengths between 350 and 1,000 milli- 
microns. All other wave lengths not only 
fail to be useful in light coagulation but 
are also harmful, as they may lead to 
ultraviolet damage to the cornea or 
infrared damage to the lens. No damage 
to the refracting media occurs when ra- 
diations are transmitted, refracted, scat- 
tered, or reflected. Light coagulation is 
dependent on the absorption of the elec- 
tromagnetic radiations and their con- 
version into heat. A normal eye shows 
such absorption mainly in the pigment 
epithelium of retina and iris and in the 
choroid. The retina, which does not ab- 
sorb these radiations itself, is in such 
close proximity with absorbing tissues 
that it is coagulated by the heat generated 
in them. The detached retina, on the 
other hand, absorbs only a very small 
amount of radiation and its coagulation 
by means of light energy is almost 1m- 
possible. Light coagulation is, therefore, 
only possible in relatively dark tissues, 
but owing to the intense heat generated 
in them, the tissues in their immediate 
proximity may also become coagulated. 
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FIG. 1—The Zeiss light coagulator as developed by Dr. Littmann. 


Another limitation of light coagulation 
arises in the fact that in the pigment epi- 
thelium and in the choroid the heat gen- 
erated by the process of coagulation is 
rapidly dispersed by the freely circulat- 
ing blood. 


Very large quantities of light have to 
be absorbed and transformed into heat 
in order to produce a temperature high 
enough for coagulation to take place in 
small localized areas. The source of 
light must have a high density of radia- 
tion in the visible region of the spec- 
trum. The eye must have a widely dilated 
pupil, fairly clear refractive media, and 
a certain amount of pigment in the tis- 
sues to, be coagulated. In coagulating the 
periphery of the retina the available pu- 
pil becomes narrower, but light coagula- 
tion is possible right out to the ora ser- 


rata, particularly when the sclera is in- 
dented. 


The details underlying the technical 
principles of the coagulator will not be 
discussed in this paper. The coagulator 
is an electrical ophthalmoscope in which 
the light source can be temporarily over- 
loaded to such an extent that the area of 
fundus which is being observed and 1l- 
luminated becomes coagulated by the 
heat produced. The electrical, optical and 
mechanical requirements of such an oph- 
thalmoscope are very exacting and very 
great; this unfortunately finds expres- 
sion in the high price of the equipment. 


MACULAR HOLES 


Light coagulation was originally per- 


fected for the treatment of macular 
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one LIGHT COAGULATION OF THE RETINA 
holes. The idea originated from the ob- 

servation of macular burns following 

each solar eclipse. In the treatment of 

macular holes, light coagulation is very 

easily used and also remarkably reward- 

ing (fig. 2). 


It must be stressed that the instruc- 
tions which accompany the instrument 
have been designed to make the instru- 
ment absolutely safe and must be metic- 
ulously observed. I sustained a burn of 
my own retina as a result of an incred- 
ible accident in the course of an experi- 
ment which I was carrying out; for- 
tunately, the consequences have not been 
too serious. The therapeutic use of the 
coagulator according to the instructions 
supplied with the machine makes it an 
absolutely safe instrument. 


The coagulation of a macular hole is 
only possible under those conditions in 
which the retina is not separated from 
the underlying choroid. The coagulation 
can be regulated both as to size of coag- 
ulated area and intensity of the coagula- 
tion; this regulation of dosage protects 
valuable retinal tissue. In coagulating 
the posterior pole of the eye the whole 
pupillary area can be utilized, which 
makes the time of exposure to radiation 
very short, namely, between one tenth 
to a quarter of a second. The apparatus 
is Set in such a way as to produce a burn 
which is slightly larger than the hole at 
the macula. Coagulation is then started 
with a very short exposure of about 
0.04 of a second and is gradually in- 
creased until the edges of the hole turn 
white. If the retina is detached so that 
its coagulation becomes impossible, one 
has to proceed along the lines to be de- 
scribed for treatment of extensive de- 
tachments. The only three cases of mac- 
ular hole in which we failed to produce 
adequate coagulation were cases in 
which the underlying choroid was white — 1G, 2—(Top) Macular hole prior to light coagula- 
and atre yphie. kighty per cent of the suc- tion. (Center) Macular hole immediately after light 


coagulation. (Bottom) Macular hole twelve days 


cessfully treated cases showed an im- after light coagulation. 


i 
— 
: 
>. 
/ 
ibe: 
4 
ee 
ae 


728 


provement or no change in the visual 
acuity, while 20 per cent showed a de- 
terioration in the visual acuity which 
was usually slight. In three cases of 
macular hole I coagulated the underly- 
ing choroid through the hole in the retina 
without producing any burn of the sur- 
rounding retina itself. This was done in 
order to spare the retinal tissue. In one 
of these cases there was a subsequent 
re-detachment of the area surrounding 
the hole which was part of a larger de- 
tachment spreading to the macular area 
from the inferior periphery. In the other 
two cases there was some residual retinal 
edema surrounding the retinal hole in 
spite of the fact that a small amount of 
pigmentation could be seen in the exter- 
nal layers of retina, as evidenced by the 
slit lamp. A second coagulation which 
included the retinal area surrounding 
the hole led to disappearance of the ret- 
inal edema and, in one case, to a very 
definite improvement of the visual 
acuity. 


I consider that in order to produce 
permanent closure of a hole by means of 
scar tissue between the choroid and ret- 
ina, it is impossible to prevent some de- 
struction of visual cells, at least the rods 
and cones must be involved in scar 
tissue. 


The question is often raised, “Should 
macular holes be sealed at all by any of 
the available means of therapy, since 
they do not often lead to an extensive 
detachment?” My answer would be in 
the affirmative, for one cannot be cer- 
tain of the prognosis in the individual 
patient. There seems to be a special 
tendency towards extended detachments 
in cases in which macular holes are as- 
sociated with arteriosclerosis and in 
which there are bilateral hereditary mac- 
ular holes, particularly with myopia. 
In the five bilateral cases which were 
treated, three patients had a total detach- 
ment in one eye. 
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PERIPHERAL HOLES AND TEARS 


In cases in which there is a very defi- 
nite tear or hole formation in the pe- 
riphery of the retina, most surgeons ad- 
vocate sealing such a break, even in 
the absence of a commencing or localized 
detachment. We treat all such cases as 
quickly as possible with light coagula- 
tion in order to seal the tear. I consider 
that the presence of pigmentation does 
not indicate that retinal separation will 
not occur. One frequently sees pigmen- 
tation in detached retinas, particularly 
in the operculum of a horseshoe tear 
and also in the choroid underlying a 
large retinal tear. These findings are so 
frequent as to suggest a close relation- 
ship between such pigmentation and the 
pathogenesis of hole formation in the 
retina (fig. 3).. 


Retinal tears without a generalized de- 
tachment are usually found in second 
eyes of patients undergoing treatment 
for serous detachment, but quite fre- 
quently patients will complain of symp- 
toms which suggest a commencement of 
retinal separation. Even with all modern 
diagnostic means, one is often unable to 
decide whether a suspected area does 
show a tear involving all the layers of 
the retina. Following light coagulation 
such areas produce unmistakable evi- 
dence of previous perforating hole for- 
mation due to the contrast between the 
whitish coagulated retina and the reddish 
brown choroidal burn. 


PROPHYLACTIC LIGHT COAGULATION OF 
PERIPHERAL RETINAL DEGENERATIVE 
AREAS 

Many surgeons consider that the ret- 
ina should be anchored to the underlying 
choroid prophylactically in cases in 
which there are retinal degenerative 
changes which have not yet produced 
holes but which frequently predispose to 
subsequent hole formation, particularly 
in patients who have lost one eye 
through a retinal detachment and who 
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FIG. 3—-(Top) Peripheral horseshoe tear of retina 
prior to light coagulation. (Center) Peripheral horse- 
shoe tear of retina immediately after light coagula- 
‘ion. (Bottom) Peripheral retina 
twenty days after light 


horseshoe tear of 
coaculation. 
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have suspicious retinal degenerative 
areas in the other eye. The question 
arises whether prophylactic measures 
sometimes lead to ocular damage. At the 
recent International Congress in Brus- 
sels, | pointed out that with regard to 
this particular danger, light coagulation 
seems to be less dangerous than other 
measures but there is no method which 
does not involve some risk to the eye, 
particularly when one treats eyes known 
to be predisposed to complications. 


There are a number of syndromes in 
which retinal detachments are so fre- 
quently bilateral that prophylactic treat- 
ment is particularly indicated. In Mar- 
fan’s syndrome it has been frequently 
suggested that the periphery of the retina 
should be diathermized prior to the re- 
moval of a subluxated lens. In cases of 
presenile complicated cataracts with 
liquefaction of the vitreous, and also in 
cataracts accompanying neurodermatitis, 
retinal detachments are very frequently 
bilateral. In such cases, when the lens 
change is not very advanced, prophylac- 
tic light coagulation is performed. If the 
lens changes are so marked that it is 
impossible to treat these patients with 
light coagulation, extraction is carried 
out and is followed by hght coagulation. 
In eyes prone to detachment it is recom- 
mended not only that the degenerative 
area be coagulated, but also that a bar- 
rage of coagulations should be put down 
throughout the entire periphery of the 
retina. Such a barrage involving 100 to 
200 coagulations produces a new and 
artificial ora serrata. The peripheral field 
of vision, particularly in the inferior 
and temporal quadrants, is diminished 
by 5 to 10 degrees, but such limitations 
of the visual field are not normally no- 
ticed by the patient. In monocular pa- 
tients such a restriction may produce 
some difficulty; therefore, the barrage 
of coagulation in the upper nasal pe- 
riphery is placed particularly far into 
the periphery of the retina. 
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EXTENSIVE AND CYSTIC DETACH MENTS 


Retinal detachments in which the 
retina is separated from the pigment epi- 
thelium and choroid by more than one 
to two diopters can only be treated by 
light coagulation if the retina can be 
brought back into apposition with the 
choroid by either conservative or opera- 
tive measures. It was well known even 
before the days of Gonin that a freshly 
detached retina or part of a fresh de- 
tachment can be brought back into ap- 
pe sition with the choroid by recumbency 
and complete rest of the eyes. Such ap- 
position was known to be only tempo- 
rary. During the past few years this 
well known phenomenon has been used 
in conjunction with light coagulation. 
All patients with fresh retinal detach- 
ments were kept in bed and both eyes 
were bandaged. This conservative ther- 
apy was not extended beyond one week. 
It was found that binocular bandaging 
was more effective than perforated spec- 
tacles (Lochbrille), probably due to the 
fact that patients do not use the spec- 
tacles correctly in spite of careful in- 
struction ; but it is also possible that the 
binocular bandage has the further ad- 
vantage of inducing Bell’s phenomenon, 
whereby the gravitational effects in the 
vitreous compartment are altered. 


It has been found in our experience 
that about 10 to 20 per cent of retinal 
detachments of less than two months’ 
duration can be brought into apposition 
with this conservative method. These 
cases can then be treated by light coag- 
ulation alone and they show more clearly 
than the experimental investigations that 
light coagulation can produce reliable 
closure of retinal tears. 


In extensive retinal detachments with 
several tears or holes, this conservative 
therapy may bring about the apposition 
of only some of the tears to the choroid. 
In such cases tears which have become 
adherent to the choroid can be closed 


with light coagulation and those which 
have failed to become approximated are 


then treated by surgical means. 


In patients who showed a hole of the 
macula in conjunction with a peripheral 
tear and in whom spontaneous apposi- 
tion of the retina failed to occur, a surgi- 
cal attack on the peripheral tear was 
carried out, following which the mac- 
ular hole was treated and sealed by 
means of light coagulation. 


On rare occasions a simple puncture 
which produces drainage of subretinal 
fluid succeeds in producing sufficient re- 
apposition of the retina to make it pos- 
sible for light coagulation to be cura- 
tive. It has been attempted to aid apposi- 
tion of the retina by retrobulbar injec- 
tions of hyaluronidase and oral Diamox 
therapy ; however, these measures were 
not convincingly effective. 


LIGHT COAGULATION IN CONJUNCTION 
WITH SURGICAL TREATMENT 


In recent years the combination of 
light coagulation with surgical proce- 
dures has come to the fore. Early in our 
work light coagulation was used only in 
postoperative treatment. Retinal tears 
are often incompletely sealed, no matter 
what type of surgical treatment 1s used. 
Secondary tears may occur after opera- 
tive treatment, and some retinal tears 
which had previously not been seen be- 
come visible following surgical proce- 
dures. If such tears are in apposition 
with the choroid, light coagulation can 
be used to seal them immediately follow- 
ing the operative procedures. If the ret- 
inal tear is detached but the detachment 
is only localized, then light coagulation 
can be used to seal the entire area of de- 
tachment. 


Another method of using light coag- 
ulation in combination with surgical 
therapy is to make light coagulation an 
integral part of the surgical procedure. 
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The operation is carried out to bring 
the retina into apposition with the cho- 
roid and, at the same time, light coagula- 
tion is used to close the tear. Three 
examples of such combined therapy are 
described: (1) A hole of the macula 
which is detached can be brought back 
into apposition by a scleral resection car- 
ried out on the temporal side, with drain- 
age of subretinal fluid. At the end of 
the surgical procedure the hole of the 
macula is sealed by light coagulation. 
(2) Incompletely sealed retinal tears in 
previously diathermized areas lead to 
recurrence of detachment. In such cases 
the volume of the globe may be reduced 
surgically by performing scleral resec- 
tion or polyethylene intubation in a pre- 
viously treated site. Drainage of sub- 
retinal fluid produces apposition of the 
retina: the incompletely sealed tears can 
then be sealed with light coagulation 
without disturbing the area previously 
operated upon. (3) Similar therapy can 
be carried out when the retinal tear is 
considerably detached and is not amen- 
able to coagulation without drainage of 
subretinal fluid. 


THE USE OF LIGHT COAGULATION 
IN PERFORATING INJURIES 


Perforating scleral injuries and _ re- 
moval of intraocular foreign bodies by 
the posterior route are always accom- 
panied by the risk of retinal detachment. 
A barrage of surface diathermy sur- 
rounding such a_ scleral perforating 
wound or a scleral incision for the re- 
moval of an intraocular foreign body 1s 
not always effective or practical in a soft 
eye. Such cases, providing the refract- 
ing media are clear, are suitable for light 
coagulation, which, by producing cho- 
rioretinal scarring, anchors the threat- 
ened retina into position. An intraocular 
foreign body which adheres to the retina 
can be surrounded by chorioretinal burns 
with light coagulation before the for- 
eign body is extracted. The extraction 
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of the foreign body should be under- 
taken ten days after coagulation, when 
the chorioretinal burns start to become 
pigmented. 


TREATMENT OF RECURRENT VITREOUS 
HEMORRITAGES 


A number of reports of successful 
treatment of periphlebitis retinae by 
means of surface diathermy have sug- 
gested to us that light coagulation might 
be similarly successful in the prevention 
of recurrent vitreous hemorrhages. Our 
experiences with this method of treat- 
ment for the past three and a half years 
are rather encouraging. Retinal blood 
vessels which are the site of pathologic 
changes are easily occluded by light co- 
agulation. It is rather more difficult to 
coagulate blood vessels which have pro- 
liferated into the vitreous, but such coag- 
ulation is facilitated by arresting the 
circulation of blood in these vessels by 
exerting pressure on the globe (fig/ 4). 
During such treatment, retina and cho- 
roid are unavoidably coagulated at the 
same time, but by considering the course 
of the nerve fibers in the retina one can 
avoid producing large field defects. 
Light coagulation of the posterior pole 
often leads to traction folds during the 
process of healing; these can impair 
central vision. 

Cases of recurrent vitreous hemor- 
rhages have a particularly good prog- 
nosis if they are treated by means of 
light coagulation at a very early stage 
of the disease process. 


LIGHT COAGULATION OF NEOPLASMS 


The eye and its adnexa can be the 
seat of a variety of benign and malignant 
neoplasms. Patients consider both the 
benign and the malignant tumor par- 
ticularly unpleasant if vision is threat- 
ened. This is particularly tragic when 
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both eyes are involved or when the neo- 
plasm involves the only remaining eye. 
In all cases an attempt must be made 
to destroy the neoplasm and at the same 
time to conserve as much vision as pos- 
sible. Enucleation of the globe offers no 
conservation of vision, but it does offer, 
in most cases, the certainty of radical 
removal of the neoplasm. This is, there- 
fore, the treatment of choice for malig- 
nant lesions when there is no chance of 
destroying the neoplasm with the con- 


FIG. 4—-(Left) 


servation of any useful vision. Roentgen 
therapy and other ionizing radiations 
make it possible under certain circum- 
stances to destroy malignant neoplasms 
and yet conserve some of the vision in 
the treated eye. The great disadvantage 
of all radiation therapy is the great ra- 
diosensitivity of the epithelium of the 
lens, which reacts, even to small doses 
of radiation, with radiation cataracts. 
Reese in New York and Stallard in Lon- 
don have worked out radiotherapeutic 
techniques which aim at avoiding dam- 
age to the lens as far as possible. 
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Weve in Utrecht has used surface dia- 
thermy in the treatment of the various 
neoplasms in the eye with outstanding 
success. 


Light coagulation, which was designed 
mainly for the therapy of retinal detach- 
ments, has also proved to be useful in 
the treatment of ocular neoplasms. 


A. Malignant melanomas of the cho- 
roid respond poorly to radiation. [tio- 
logically and biologically they do not fall 


Peripheral proliferation of blood vessels in Eales’ disease immediately after light coagulation. 
(Right) Commencement of scarring twenty days later. 


into the same category as the very malig- 
nant melanomas of the skin. The tumors 
are malignant and enucleation is_ the 
standard therapy, but in spite of such 
radical therapy the prognosis is. still 
poor. In the course of ten years, 60 per 
cent of the patients so treated died from 
metastatic lesions, particularly in the liv- 
er. It is astonishing that such lesions can 
appear after a latent period of over 
twenty years. It is well known from his- 
tologic studies that even in the early 
stages of malignant melanoma, viable 
tumor cells reach the blood stream in 
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fairly large numbers. The conditions 
under which such cells actually form 
metastatic lesions are not yet known. 
Weve has used surface diathermy to co- 
agulate malignant melanomas and has 
reported excellent results from this 
form of treatment. He has treated twen- 
ty patients in the course of the last twen- 
ty years, and so far none of his patients 
have died from metastases. In the early 
experimental stages in the use of light 
coagulation for the treatment of malig- 
nant melanoma, coagulation was carried 
out shortly before enucleation was con- 
templated and histologic examinations 
of the tumors followed. It appeared that 
the neoplastic tissue showed very con- 
siderable necrosis following light coag- 
ulation. Encouraged by these findings 
and the reports published by Weve, 
sixty-five cases of malignant melanoma 
have been treated by means of light co- 
agulation. In twenty-four of these the 
eyes were enucleated following the light 
coagulation in order to study histolog- 
ically the action of light coagulation on 
these tumors and also to establish the 
indications for light coagulation in their 
treatment. In the remaining cases the af- 
fected eye was coagulated on repeated 
occasions. In twenty-two cases the neo- 
plasm seemed completely destroyed, as 
evidenced by ophthalmoscopy. The other 
patients are still undergoing therapy. 


Light coagulation of malignant mel- 
anoma was started towards the end of 
1952; to date, none of the patients who 
have not undergone enucleation have 
shown any signs of metastasis. 


Light coagulation obliterates the blood 
vessels feeding and draining the neo- 
plasm and thus isolates the tumor from 
its environment. This obliteration of the 
blood supply surrounding the tumor 
makes the reabsorption of the necrotic 
tumor a very slow process. The tumor 
mass therefore remains ophthalmoscop- 
ically visible for months or even years. 
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The slow absorption of necrotic mate- 
rial and pigment may be mistaken for 
further activity and growth of the neo- 
plasm. Light coagulation can be used in 
conjunction with the surface diathermy 
technique of Weve, particularly in neo- 
plasms which are fairly extensive and 
which occur in an only eye. 


B. Malignant lesions in the choroid 
due to metastasis from carcinoma of the 
breast are very radiosensitive and also 
respond to hormonal therapy. Only four 
patients with small metastatic lesions 
in the second eye have been treated by 
means of light coagulation. In _ three 
cases the tumor was destroyed. In the 
fourth case the treatment had to be aug- 
mented by radiotherapy. 


C. Retinoblastoma (glioma _ retinae) 
is one of the most malignant neoplasms 
of early childhood. In about 20 per cent 
of cases both eyes are involved. 

The treatment of retinoblastomas by 
means of light coagulation was started 
rather late, in spite of the fact that the 
other intraocular neoplasms showed 
good response to light coagulation. The 
main reason for this late start in the 
treatment of retinoblastoma was due to 
the fact that radiotherapy of retinoblas- 
tomas as described by the methods of 
Reese and Stallard showed great ad- 
vances from the previously used methods. 
In spite of these improvements, damage 
to the lens and to the skin and the subse- 
quent extensive intraocular hemorrhages 
cannot always be avoided. The first case 
treated by means of light coagulation 
had such a favorable course that this 
form of therapy was more fully worked 
out. Light coagulation has been used in 
the second eye of twenty-two patients 
with bilateral retinoblastoma. In three 
cases the tumor was so large that it was 
impossible to destroy it by means of 
light coagulation alone; in those cases 
radiotherapy was used following the at- 
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tempted light coagulation. In the remain- 
ing cases the neoplasms were success- 
fully destroyed by means of repeated 
light coagulation. The neoplasms were 
converted into smooth pigmented scars 
often impregnated with white hemt- 
spherical calcium deposits (fig. 5). 


FIG. 5 


retinoblastoma 


Calcareous deposits in the scar of a large 
treated with light coagulation. 


Retinoblastomas tend to show multiple 
origins in the eye and also recurrences 
in the center or at the edges of scars 
produced by coagulation. Children with 
these lesions must therefore be exam- 
ined very thoroughly under general anes- 
thetic at intervals of two to four weeks. 


The good results obtained in the treat- 
ment of small retinoblastomas lead us 
to undertake a very thorough examina- 
tion of the second eye in all children who 
have already lost one eye from retino- 
blastoma. Our own routine of examina- 
tions and follow-up of these cases has 
already been published. 


D. Angiomatosis retinae (von Hippel- 
Lindau) is one condition in which 
use of light coagulation is rewarding. In 
cases of multiple lesions in all four 
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quadrants of the retina and also in the 
vicinity of the macula, vascular loops 
can be destroyed with much conservation 
of vision. In two eyes with seven and 
eight tumor masses, respectively, de- 
struction of the vessel loops was achieved 
without any serious complication. We 
have found that a large hemangioma 
should not be destroyed too rapidly, as 
rapid destruction of these vascular le- 
sions may cause retinal detachment and 
a rather serious circulatory disturbance. 


The great advantage of light coagula- 
tion over surface diathermy manifests 
itself particularly in the treatment of 
angiomatosis retinae. In this condition 
the slow destruction of large angioma- 
tous is desirable and can _ be 
achieved by means of light coagulation, 
but it is rather difficult to carry out by 
means of surface diathermy. Twenty- 
seven patients with this disease, which 
almost always occurs bilaterally, have 
been treated by light coagulation, all 
but one successfully (fig. 6). In the 
exception, a large angioendothelioma 
was adjacent to the optic disc. 


masses 


The success in the treatment of retinal 
angiomas is all the more pleasing be- 
cause the surgical treatment of the as- 
sociated angiomas of the cerebellum is 
favorable. | 


IX. Leber’s miliary aneurysms of the 
retina. Three patients with this disease 
have been cautiously treated by means 
of light coagulation to the aneurysmal 
vessels, and a regression of the yellow- 
ish white retinal exudates has been ob- 
tained. 


I’. Hemangiomas of the choroid and 
retina can also be destroyed by means of 
light coagulation. Only one case of this 
very rare lesion has been treated and 
the outcome was successful. 
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FIG. 6 
coagulations. 
third lheht coagulation. 


(. /ris tumors. These lesions can be 
treated by means of light coagulation. A 
simple attachment to the coagulator is 
used which was originally designed for 
the fashioning of pupils in cases of an 
updrawn iris following unsuccessful 
cataract extractions. This attachment 
brings the light rays to focus a few cen- 
timeters in front of the apparatus by 
means of an aspherical lens, and the 
light ravs are focused on the iris under 
direct vision. In order to protect the 


(Lower left) Two days after the third light coagulation. 


(Upper left) Retinal angioma 1.5 disc diameter size. (Upper right) Same tumor after two light 


(Lower right) Four weeks after the 


cornea from overheating and desicca- 
tion, a plastic ring filled with saline solu- 
tion 1s placed on the limbus. The iris is 
coagulated through this layer of water, 
through the cornea and anterior cham- 
ber. On opening the shutter of the coag- 
ulator the tissue in focus becomes coag- 
ulated. In localized iris tumors, iridec- 
tomy is usually performed in order to 
obtain histologic sections. In one case 
in which a tumor occurred in an only 
eye, a small growing melanosarcoma was 
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destroyed by means of light coagulation. 
The underlying lens showed one small 
subcapsular opacity which did not show 
any progression. 


Two cases of hemangioma of iris with 
recurrent hyphema were treated with 
light coagulation. In each case two appli- 
cations produced complete destruction 
of the lesion and cessation of the recur- 
rent hyphema. 


FIG. 7- 
coagulation. 


NEOPLASMS OF SKIN AND CONJUNCTIVA 


Skin tumors and conjunctival tumors 
can be treated by means of light coagula- 
tion with the attachment to the coagula- 
tor described. A melanosarcoma and a 
carcinoma of the limbus were completely 
destroyed by means of two exposures to 
light coagulation without causing any 
damage to the eye (fig. 7). Considerable 
experience has been gained in the treat- 
ment of xanthelasmas by means of light 
coagulation without the production of 
any scars. The advantage of using light 
coagulation for these lesions lies in the 
fact that the superficial layers of the 
skin, which are transparent, remain com- 
pletely undamaged as the light absorp- 
tion occurs essentially in the xanthelas- 
ma. 


The same principle is also applicable 
to the treatment of hemangioma of the 
lids. 
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COAGULATION OF THE IRIs 


The simple attachment to the coag- 
ulator already described makes it pos- 
sible to coagulate the iris by means of 
the light coagulator. 


The coagulated tissue may react in one 
of two ways. If the iris is heavily pig- 
mented and the connective tissue shows 
little pathologic change, the intense heat 
of the coagulated tissue causes a fairly 


(Left) Melanoblastoma of limbus (in an only eye). (Right) Same eye one month after single light 


rapid boiling of the intracellular fluids, 
which leads to an audible explosion of 
the tissue at the site of the coagulation 
and instantaneous hole formation in the 
iris. In the absence of such an explosive 
reaction, the coagulated tissue forms a 
typical burn which can be recognized by 
its brown discoloration and by destruc- 
tion of the fine architecture of the iris 
surface. If the connective tissue of the 
iris shows little in the way of previous 
pathologic change, a piece of coagulated 
tissue dissolves slowly and a hole de- 
velops in the iris in the course of a few 
weeks or months. If the iris tissue shows 
much previous pathologic change, as in 
uveitis following the extraction of a 
lens, the remnants of iris tissue and 
blood vessels in the coagulated area dis- 
appear and a whitish membrane remains 
on which pigment is gradually deposited. 
No holes can be made in this membrane 
even by repeated light coagulation. If 
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TABLE | 


DISEASE 


Retinal defects without detachment 
(prophylactic therapy) 

a. Macular holes 

b. Peripheral tears 

c. Equatorial degeneration 


Light coagulation to isolate localized 
peripheral detachments 


Detachments which rest and 
double padding produced apposition; 
light coagulation to seal tears (in- 
cluding macular holes) 


Combined use of light coagulation 
and surgical operation 
Pertorating injuries 


Eales’ disease 
bilateral ) 


(almost all cases 


Neoplasms 
a. Malignant melanoma 


b. Retinoblastoma 


Angiomatosis retinae 
d. Carcinoma of breast; 
secondary deposits in choroid 
and 


Hemangioma of choroid 


retina 


8. Miscellaneous fundus lesions 


foci of 
disease 


aneurysms 


a. Solitary chorioretinitis 

b. Coats’ 

ce. Mihary 
( Leber ) 

d. Kuhnt-Junius 

e. Tuberous sclerosis 


of retina 


9. Coagulation of iris and superficial 
ocular tissues 


a. Fashioning of pupils 


b. Iris tumors (angioma and 
melanoma-blastoma 
Corneal vascularization 
keratoplasty 
Tumors at limbus (melanoma: 
carcinoma ) 

\anthelasma 
Hemangioma of lids 


after 


NU MBER 
OF CASES 


REMARKS 


Of 490 cases treated prophylactically, 
14 eyes developed detachments in spite 
of therapy. 


Eleven unsuccessful cases. 


Three cases showed recurrence of 


tachment. 


de- 


Twenty unsuccessful results. 


Fourteen unsuccessful results. 


Eighty-nine cases have remained free 
from severe hemorrhages; 3 developed 
detachments; 3 developed central chorio- 
retinitis. 


Twenty-two eyes were clinically “cured” ; 
24 were enucleated to observe histologic 
changes after light coagulation; in 6 
cases, coagulation was combined with 
surface diathermy. 

One eye was enucleated because of 
severe hemorrhage; tumor histologically 
destroyed. Three cases were treated with 
radiotherapy after light coagulation. 
Five patients had previously been treated 
with surface diathermy. 

These cases are only exceptionally treated 
with light coagulation as they are radio- 
sensitive. 


Complete destruction; no complications. 


In these 


conditions the experience has 
been too 


limited for any conclusion. 


Twenty-six patients had improved visual 
lacuity without subsequent surgical pro- 
cedures. 

All successful 


Limited experience 


‘Clinical cures in both cases 
Good results without searring. 
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the iris is coagulated in front of a nor- 
mal lens, the latter develops a small cir- 
cumscribed subcapsular opacity imme- 
diately adjacent to the coagulated focus. 
It is for this reason that most of the iris 
coagulations which we have carried out 
were performed on aphakic eyes which 
had undergone extraction for a compli- 
cated cataract and in which an old irido- 
cyclitis had flared up after the operation 
and led to occlusion of the pupil. Or the 
iris coagulation was sometimes done in 
eves which, after unsuccessful cataract 
operations, had shown updrawn 
pupil. 


In the cases in which the iris coagula- 
tion does not lead to the formation of a 
new pupil, this method of treatment is a 
very useful preparation for operative 
intervention, for it leads to the destruc- 
tion of blood vessels and prevents the 
dreaded hemorrhage at the time of oper- 
ation. The iris is extremely sensitive to 
pain and good anesthesia must be at- 
tained by retrobulbar injection of a lo- 
cal anesthetic. 


CONCLUSIONS AND SUMMARY 


The success achieved by light coagula- 
tion cannot be compared with the suc- 
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cess attained by surgical measures, as 
light coagulation can only be used in 
selected cases. The advantages of light 
coagulation are (1) the simplicity of its 
use, (2) the ease with which it can be 
repeated, and (3) the very accurate lo- 
calization of the coagulated area at the 
posterior pole of the eye. In the treat- 
ment of retinal detachments, light co- 
agulation supplements the classical oper- 
ative intervention and is not intended 
to eliminate surgical procedures. Our 
experiences in the cases so far treated 
by means of light coagulation are sum- 
marized in table I. 


In conclusion, I would like to stress 
again that many indications for light 
coagulation are still in an experimental 
stage. We have used this new method 
of therapy only in those cases in which 
existing forms of therapy often pro- 
duced poor results and gave rise to com- 
plications. It seems certain that in some 
conditions light coagulation will be the 
method of choice, but it is equally cer- 
tain that in some others which we treat- 
ed with light coagulation other methods 
of therapy will be more successful. 
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TUMORS OF THE LACRIMAL GLAND 


EDMUND B. Spaetru. M.D. 
PHILADELPHIA, PENNSYLVANIA 


SEVERAL papers both by clinicians and 
by pathologists have been presented in 
the past on this basic subject. That 
paper by Jones and Pfeiffer’ read be- 
fore this academy in 1954 must have 
special mention. After reading it one 
might say, “There is not too much more 
to discuss about the subject.” This pa- 
per, and the comment is in no way an 
adverse criticism, was one with an 
emphasis upon the roentgenographic 
changes in the orbit. Its authors had 
the remarkably good fortune of being 
able to present 20 cases of tumors of 
the lacrimal gland for study from a 
roentgenographic aspect. 


The presentation today is planned to 
stress additional aspects and related sit- 
uations; that 1s to say, conditions with 
similar signs and symptoms, and the 
ophthalmologic treatment of these dis- 
orders. We shall also point out how our 
opinion differs with the literature. 


There are three further subdivisions 
to be presented in the consideration of 
this subject. The first is the common 
symptomatology of these neoplasms. The 
second is the preoperative differential 
diagnosis, especially the differentiation 
of malignant lesions from cysts of the 
gland, from sarcoid, from the Mikulicz’s 
syndrome, and from inflammatory con- 
ditions such as chronic dacryoadenitis. 
For completeness in detail, we shall 
mention other possibilities, such as tu- 
berculosis, syphilis, uveoparotid fever, 
mumps, and thyrotropic orbital disease. 
The third subdivision is related to the 
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various types of neoplastic tissue found, 
their individual diagnostic character- 
istics, and a consideration of the treat- 
ment of the various neoplasms. 


These symptoms common to most lac- 


rimal gland conditions are diagnostic 
only of orbital disease. They may fre- 


quently differentiate inflammatory from 
neoplastic disease; but they will not in- 
dicate, with any degree of accuracy, 
those cases wherein the disease is limited 
to the lacrimal gland. Also, it is inter- 
esting, but confusing, to find occasional 
neoplasms accompanied by inflamma- 
tory signs and the reverse, non-neoplastic 
conditions free of inflammatory signs 
and symptoms. 


There are three rather common signs. 
There may be an outward displacement 
of the globe and, with it, limitations in 
upward movement. A_ palpable mass 
should lie in the upper outer angle of 
the orbit. There are moderate to severe 
degrees of engorgement of the conjunc- 
tival vessels with edema. A_ superior 
palpebral cul-de-sac mass is not always 
found, and if found it may not be due 
to a lacrimal gland neoplasm. 


Figures 1, 2, and 3 illustrate the most 
frequent neoplasms of the lacrimal 
gland. It would be quite impossible to 
make a differential diagnosis in these 
cases without the history, and without 
histopathologic examination. 


The proptosis, or exophthalmos, al- 
ways develops slowly in neoplasms, as 
contrasted with non-neoplastic diseases, 
and it seems to increase most slowly with 
the mixed cell tumors. Chronic adenitis 
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FIG. 1-—Mixed cell tumor of the lacrimal gland. 
(Left) The primary lesion in 1926 prior to first 
operation (left eye). (Right) Following orbital ex- 
enteration. The tumor recurred 21 years after the 
primary gland extirpation. Death occurred one year 
later from intracranial extensions. 


FIG. 2—-A case of microscopically confirmed sarcoma 
of the lacrimal gland. Permanent recovery followed 
an exenteration of the orbit and roentgen therapy. 
(Patient of Dr. William B. Harrison referred to 
the author for surgery) 


FIG. 3—So-called lymphosarcoma of the lacrimal 
gland, microscopically confirmed following an ex- 
tirpation of the gland. The patient died five vears 
later of pulmonary involvement. 
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seems to cause more subjective and ob- 
jective symptomatology, such as tearing, 
pain, inflammation with edema of the 
conjunctiva and congestion of the con- 
junctival vessels with redness of the 
overlying lid. One patient was seen 
with a frank entropion. While the usual 
finding seems to be increased lacrima- 
tion, one patient referred for surgical 
correction had decreased tearing, to such 
an extent that use of artificial tears 
(methyl cellulose) had become neces- 
sary and had been used for almost a 
year prior to the surgical extirpation. 
In one case there was also a significant 
increase in the white blood cell count. 


Tuberculous dacryoadenitis may be 
quite painless; also, it may have a se- 
vere inflammatory course. Apparently 
the degree of tuberculous caseation con- 
trols this inflammatory aspect. These 
patients, it has been reported, usually 
have, simultaneously, pulmonary tuber- 
culosis or tuberculosis of the cervical 
lymph node. Syphilitic dacryoadenitis as 
a form of secondary syphilis offers no 
diagnostic problems. A gumma of the 
lacrimal gland has been reported. It is 
doubtful whether the diagnosis can be 
made preoperatively on the basis of the 
eye signs and symptoms alone. Other 


.factors in the case may be significant 


historically. 


The Mikulicz syndrome should not be 
confused with lacrimal gland neoplasms. 
That paper of 1891 by the Hofrat Pro- 
fessor Fuchs* still stands as the classic. 
Some of the characteristics of the syn- 
drome mentioned in that article are bi- 
lateral, soft, painless swelling of the 
salivary glands, especially the parotid; 
an accompanying dry gingivitis; occa- 
sionally generalized illness; and last, a 
slow spontaneous resolution which some- 
times seems to be hastened by some oth- 
er intercurrent nonrelated infection— 
perhaps an interesting possibility of 
nonspecific protein therapy. There is 
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some question in the author’s mind as 
to whether this syndrome (not disease) 
is a clinical entity. 


Sarcoid of the lacrimal gland has been 
seen by the writer. The preoperative 
notes made in that case were, “This 
seems to be a classical case of mixed 
cell tumor of the lacrimal gland.”’ His- 
tologically, following complete extirpa- 
tion, the diagnosis was Boeck’s sarcoid. 
silateral manifestations of this disease 
have also been reported. In this condi- 
tion the rather firm attachment ‘of the 
orbital mass to the other orbital struc- 
tures, even to the bony orbit, seems to be 
a constant characteristic. This was the 
author’s experience, and the same com- 
ment has appeared in the literature. 


Perhaps the greatest problem in dif- 
ferential diagnosis is connected with 
cases Of chronic adenitis, 1.e., not those 
of the tuberculous type. 


In these situations the rapidity of 
growth, the inflammatory changes, the 
slight pain upon palpation, the greater 
amount of conjunctival edema and of lid 
swelling, the extended time during 
which gross pathologic changes have 
been present, the absence of any bony 
changes, and the small percentage of 
bilaterality of these cases are all of as- 
sistance. Duke-Flder’s comment? is so 
true that it must be quoted verbatim 
here: “. . . but the decision whether the 
swelling is inflammatory, cystic or neo- 
plastic, and if inflammatory, the deter- 
mination of the nature of the inflamma- 
tion, is frequently based on evidence so 
slight that recourse must frequently be 
had to its excision and histological and 
bacteriological examination.” 


The most interesting case of chronic 
adenitis seen by the author was that of 
a 25-year-old young man referred from 
a nearby state for examination and 
therapy. The admitting diagnosis was 
“ectropion of the upper lid, the result of 
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chronic orbital cellulitis.’ Slight ex- 
ophthalmos was present. The ‘eyeball 
was displaced slightly downward. Con- 
siderable ectropion of the upper lid was 
present. The conjunctivas, both bulbar 
and palpebral, were edematous; and the 
cornea was damaged because of an ex- 
posure keratitis. The patient had had a 
tarsectomy performed prior to admis- 
sion because of the ectropion and path- 
ologic changes in the superior cul-de- 
sac. The diagnosis of chronic adenitis, 
responsible for the changes mentioned 
above, was not made until after the 
postoperative microscopic examination 
of the extirpated gland. 


The preoperative differential diagno- 
sis Of neoplastic involvement of the 
lacrimal gland is based on a diagnosis of 
malignancy ; an attempt is made to dif- 
ferentiate mixed cell tumor from adeno- 
carcinoma, from sarcoma, and/or from 
lymphomatous conditions of the lacrimal 
gland. 


Various types of neoplasm have ap- 
peared. The first and most frequent (in- 
cluding at least 90 per cent of the tumors 
of the lacrimal gland) is the mixed cell 
tumor of the lacrimal gland (fig. 1). 


There, both pathologists and ophthal- 
mologists have shown considerable con- 
fusion in their published discussions of 
this tumor. Ingalls* states that “they 
are now thought to be epithelial in ori- 
gin.”’ In this same publication, Ringertz® 
is quoted, in his discussion of the pathol- 
ogy of these tumors, as follows: 


The main components of these tumors are 
epithelial cells and an interstitial substance 
composed of a coalescence between epithelial 
secretory products and mesenchymal struc- 
tures. Sometimes the lumina are lined by a 
single layer of cuboid cells and present a 
picture previously believed to be endotheli- 
omas. 


Other authors speak of them as “pleo- 
morphic endotheliomas” and “cylindro- 
mas.” 
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“Cylindroma’” may connote a tumor 
somewhat different from the true mixed 
cell tumors. The term is properly ap- 
plied to those pleomorphic tumors which, 
while not classically adenocarcinomatous, 
are predominantly epithelial. This dif- 
ferential factor is not wholly academic, 
because the tumor with characteristics 
of cylindroma is radium sensitive to a 
somewhat greater extent than are those 
of the mixed-cell type. (This will be 
discussed under “Treatment.” ) 


The mixed-cell-type cases have one 
interesting feature. An observation has 
been made, in these cases, that when re- 
currences are studied carefully histologi- 
cally, tissue changes seem to occur. The 
recurrences, in appearance, tend to re- 
semble classical adenocarcinoma. This 
was especially conspicuous in one case 
wherein the third recurrence (in the 
terminal stage, more than twenty years 
after the original gland extirpation) 
was diagnosed adenocarcinoma before 
the earlier pathologic sections could be 


reviewed. In this case the primary histo- 
pathologic findings presented by Zent- 


mayer!’ in the Transactions of the 
American Ophthalmological Society of 
1928, were undoubtedly those of a 
mixed cell tumor of the lacrimal gland. 
Dr. Zentmayer had operated on this pa- 
tient July 1, 1927. It is rather interest- 
ing that this patient died under the au- 
thor’s care on August 29, 1947, from 
intracranial extension with papilledema 
in his remaining eye, following a trans- 
frontal operation by a neurosurgeon and 
orbital evisceration by the author. The 
last paragraph in the original pathologi- 
cal report of 1928 is most startling: 


The growth is relatively benign, that is, it 
probably has the same tendency to recur that 
parotid tumors have—25% to 50%—but met- 
astases are not to be expected. 


In spite of the fact that the course of 
this case is not greatly dissimilar from 
that of most cases of mixed cell tumor 
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of the lacrimal gland, statements are still 
appearing in the literature — the latest 
only a few weeks prior to this writing— 
describing these lacrimal gland neo- 
plasms as benign. A later note herein 
will emphasize the high mortality rates 
of this tumor. Ingall’s sentence* is con- 
curred in without reservation: 


This tumor is malignant from the begin- 
ning but takes on added malignancy when 
growing and produces late metastases. 


Adenocarcinoma is next in frequency. 
This incidence, however, as compared to 
that of the mixed cell tumors, is much 
smaller. Reese’ stated that he had had 
only three such cases. The author has 
had two such cases. These also will be 
discussed in more detail under “Treat- 
ment.” 


Benign adenoma and cysts of the lac- 
rimal gland, for this presentation, are to 
be considered together. Possibly both 
arise as foreign body cysts, retention 
cysts, or even, according to Sourdille,'® 
as a result of chronic inflammation. 


The mucoepidermoid tumors described 
by Reese,’ quoting the presentation of 
Stewart, Foote and Becker!! (and _ in- 
cluding a case of McGavic’s), can be 
included within the consideration of the 
adenocarcinomas. The degree of malig- 
nancy of these tumors varies consider- 
ably, from slow-growing cases to those 
with a high degree of malignancy and 
with a bad prognosis. Histologically, in 
the benign tumors, mucous cells, mucin 
secretion and intermediate cells are out- 
standingly present. The malignant varie- 
ties have, as would be expected, a pre- 
dominantly high percentage of epider- 
moid cells. 


Round cell sarcoma has been report- 
ed. The author has had one such case. 
The diagnosis was not made preopera- 
tively. Also, some doubt has always ex- 
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isted in the author’s mind as to the cor- 
rectness of the diagnosis in this instance. 
There is a probability, in this case, that 
the neoplasm was of a lymphomatous 
type. It was significant that no other 
characteristics of lymphomatous disease 
were found in this patient, nor have any 
recurrences appeared for the two years 
since the original gland extirpation and 
roentgen therapy (fig. 2). 


The lymphomatous types of involve- 
ment of the lacrimal gland, excluding 
any consideration of the Mikulicz syn- 
drome, are lymphoma, lymphosarcoma, 
reticulum cell sarcoma and lymphoblas- 
toma (fig. 3). It is unfortunate that too 
often these conditions can be diagnosed 
only following the extirpation of an en- 
larged lacrimal gland. Ideally, in these 
cases the surgical procedure should have 
been limited to that necessary for a his- 
tologic diagnosis. The fact that these 
tumors are radium sensitive does not 


eliminate the probability of local recur- 
rences following local radium therapy, 


or even the appearance of the same dis- 
ease in some other portion of the body. 
They are radium sensitive, but not nec- 
essarily cured by radium. 


TREATMENT 

The treatment of all neoplasms of 
the lacrimal gland is surgical. This must 
be so because the diagnosis of the type 
of disease present is frequently impos- 
sible before the gland extirpation. Some 
factors of possible assistance in the di- 
agnosis can be mentioned again at this 
time. The presence or absence of in- 
flammatory signs, the extent of the 
swelling, the consistency and size of the 
mass and its extension into the lid are 
factors of importance. The rapidity of 
growth is also significant. The mixed 
cell tumor grows very slowly. Adeno- 
carcinoma seems to advance a bit more 
rapidly. Lymphomatous diseases, the- 
oretically, should have other systemic 
signs and symptoms of this basic con- 
dition. 
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A rather classical case of mixed cell 
tumor of the lacrimal gland is that of a 
white woman, age 36 years. This patient 
had a slowly increasing exophthalmos of 
the left eye which had been present for 
six months. There was a limitation of 
the ocular rotations in all directions of 
gaze, not complete but sufficient to cause 
a constant diplopia. The conjunctiva of 
the superior cul-de-sac was. slightly 
edematous, with considerable superficial 
and deep venous congestion, though 
without pain or tenderness. The supe- 
rior fornix was full, and the patient had 
the sensation of tautness in that area. 
One was easily aware of an orbital mass. 
The exophthalmos present was wholly 
incompressible. Visual acuity was un- 
impaired, and the fundus details were 
well within the normal. There were no 
signs or symptoms of any related gen- 
eral physical disease. The x-ray depart- 
ment reported “normal bone” of the 
orbits. 


A tentative diagnosis was made of a 
malignant lesion of the lacrimal gland. 
Prior to the orbitotomy, permission was 
obtained from the patient to proceed 
with an orbital evisceration should the 
findings indicate that necessity. 


An exploratory orbitotomy, done as 
the first stage of a classical Krénlein 
orbitotomy, showed complete involve- 
ment throughout the entire orbit, sub- 
periosteal infiltration of a pale gray 
color, the tissue relatively avascular, 
with a similar involvement of the lacri- 
mal gland. The periosteum was adherent 
to the bone, more so than was normal. 


Because of the possibility that this was 
an extensive inflammatory infiltrating 
disease, tissue was taken from _ three 
the lacrimal gland, the floor of 
the orbit (rather superficial), and the 
lateral wall of the orbit (this quite deep- 
ly removed), all outside of the perior- 
bita. The skin were closed 
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carefully as though the surgical proce- 
dure had been completed. 


Four days later the microscopic re- 
port was received from the pathologic 
laboratory (Dr. Perce DeLong). The 
finding in all sections was “‘mixed-cell 
tumor of the lacrimal gland.” 


An immediate orbitotomy was again 
done, with a complete exenteration of 
all orbital contents including the perios- 
teum, the lateral rim of the orbit for a 
distance posterior to the normal posi- 
tion of the lacrimal gland, and the lacri- 
mal fossa. The skin of the lids was saved 
to line the cavity, all other soft tissue 
being resected. 


At the time of this presentation the 
author is considering extensive irradia- 
tion therapy of the entire orbit. 


Adenocarcinomas, and probably sar- 
comas, have a course similar to that of 
mixed cell tumors; but the rapidity of 
their growth, as measured in exophthal- 


mos, displacement of the eyeball, and 
diplopia, is of a much shorter duration. 
It is doubtful whether these neoplasms 
involve the bone as early in their course. 
This conjecture is reasonable consider- 
ing the histopathology of the mixed cell 
tumor. 


No case is on record of bilateral in- 
volvement of any neoplastic disease of 
the lacrimal gland other than lymphoma. 
Even though the mixed cell tumor is 
encapsulated in a large and significant 
percentage of cases, roentgenography 
early in their course reveals changes in 
bone density in the fossa of the lacrimal 
gland. This is so in the primary period, 
prior to any recurrences, as well as in 
recurrence later in the course of the 
disease. The author has seen both pos- 
sibilities in instances of this disease. 


Mixed cell tumors of the lacrimal 
gland evidence the same pathologic fea- 
tures and microscopic and clinical char- 
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acteristics as do the mixed cell tumors 
of the salivary glands. The components 
show the same variations, that is cyto- 
logically, and the same tendency to re- 
cur if the entire capsule is not excised. 
The mixed cell tumor of the lacrimal 
gland seems, in its growth, somewhat 
less aggressive than the mixed cell tu- 
mor of the salivary glands, and metas- 
tases are less frequent. This is due, 
probably, not to the cellular structure of 
the tumor itself but because of the posi- 
tion of the neoplasm. The mixed cell tu- 
mors of the salivary gland lie free in 
soft tissues and are not restrained in 
position by a bony orbit posteriorly and 
above, and by a rather resistant orbital 
septum — lid and lid structures dia- 
phragm, anteriorly. It is reasonable that 
metastasis should occur more readily in 
the salivary gland tumors. It is this ex- 
planation certainly which accounts for 
Anderson’s comment,! “The lacrimal 
gland tumors are less aggressive and 
metastasize much less frequently than 
the comparable salivary gland 
plasms.” 


neo- 


While the mixed cell tumors are en- 
capsulated, the capsule itself becomes 
involved with neoplastic cells. They are, 
therefore, essentially infiltrative, involv- 
ing the bony lacrimal fossa and the tis- 
sues adjacent to it and within the orbit. 
This infiltrative characteristic was evi- 
dent most conclusively in one case. At 
the time of the orbital evisceration, it 
was necessary to remove, with the tumor 
mass, bone from the apex of the orbit, 
a large part of the roof of the orbit, and 
a portion of the lateral wall of the orbit. 


The surgical procedures for these 
neoplasms are exacting. Quoting Reese,’ 
“The surgery as practiced in the past 
has been entirely inadequate.” Extirpa- 
tion of the entire gland through the lid, 
even if it is believed that the entire cap- 
sule has been removed at the same time, 
is not sufficient, because that procedure 
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is anatomically impossible. A simple 
transpalpebral extirpation done for bi- 
opsy and as a temporizing procedure for 
diagnosis is wholly unjustifiable unless 
lymphomatous disease is strongly sus- 
pected or the physician suspects unilat- 
eral adenitis. If such an incomplete ex- 
tirpation has been done by the anterior 
route and the histopathologic study 
shows the neoplasm to be a mixed cell 
tumor, then one should proceed without 
delay to a complete exenteration of the 
orbit, at the same time, being careful to 
remove the lateral and upper angle of 
the orbit, including the entire bony lac- 
rimal fossa, with the roof of the orbit 
posteriorly to the fossa. 


Naffziger,© in a discussion on the 
treatment of mixed cell tumor of the 
lacrimal gland, expressed the opinion 
that a logical operative approach is by 
way of a frontal flap so that the entire 
roof of the orbit can be removed, even 
including the frontal and ethmoidal 
sinuses, permitting wide exposure and 
the removal thereby of any amount of 
bone from the roof and lateral aspects 
of the orbit. This was done in one of my 
cases by a most capable neurosurgeon. 
The patient died, nevertheless, from in- 
tracranial extension. I do not agree with 
Naffiziger regarding the advisability of 
this procedure. 


It is evident that a primary careful 
extirpation of the lacrimal gland through 
a lateral, Kronlein-type orbitotomy is 
my choice for all cases of probable neo- 
plastic disease of the lacrimal gland. The 
subsequent histologic characteristics of 
the neoplasm, if that is found, direct 
the secondary surgical procedures. This 
practice includes all cases, mixed cell tu- 
mors, adenocarcinomas, sarcomas, and 
the rare lymphomas unfortunately ex- 
tirpated. If a lateral orbitotomy has been 
done and the histologic examination 
proves the lesion to be a mixed cell tu- 
mor of the lacrimal gland, then also ex- 


enteration should be carried out as a 
secondary procedure without delay. The 
absolutely bad prognosis in instances of 
surgical procedures less radical than this 
is justification for such an unqualified 
statement. A Kronlein-type lateral orbi- 
totomy will permit better exposure for 
radical surgical extirpation than any oth- 
er procedure except complete exentera- 
tion of the orbit. It will permit, as well, 
any amount of bone resection from lat- 
eral and superior surfaces of the orbit 
thought necessary. 


If the histologic diagnosis is that of a 
neoplasm other than a mixed cell tu- 
mor, one may temporize about perform- 
ing an exenteration. In these instances 
massive roentgen therapy must follow 
the gland extirpation. If a recurrence 
appears, exenteration of the orbit should 
follow without delay. 


In all instances of primary extirpa- 
tions of the gland, three points are basic: 


(1) carefully detailed, skilfully done 
roentgenography of the bony orbits, 
comparing one orbit with the other; 
(2) adequate surgical exposure of the 
lacrimal fossa; and (3) removal of the 
gland without rupturing the capsule, 1.e., 
removal of the gland with the capsule in- 


tact. If preoperative roentgenograms 
suggest a diagnosis of bone involvement, 
then it is quite possible that an exentera- 
tion, with the removal of the roof and 
the lateral wall of the orbit, should be 
the primary surgical procedure. One 
should not forget that the accessory 
glands lying in the upper lid also will 
share in neoplastic involvement; hence, 
these must be dissected out and removed 
at the time of the primary operation. In 
addition, accessory glands may be dis- 
placed, even more distantly. 


A note regarding roentgen therapy is 
necessary. Preoperative roentgen ther- 
apy is improper and without merit. Ir- 
radiation for mixed cell tumor of the 
lacrimal gland itself is probably com- 
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pletely valueless. It is true that tumors 
essentially epithelial may be, to some 
extent, radium sensitive. This was re- 
ferred to when discussing cylindroma. | 
have routinely used heavy roentgen ther- 
apy in instances of recurrence of the 
primary lesion within the exenterated 
orbit. Reese has reported some success 
with this procedure; | have not been so 
fortunate. 


Adenocarcinoma reacts similarly in- 
sofar as radium sensitivity is concerned. 
Those tumors predominantly epidermoid 
do perhaps have some radium sensi- 
tivity. Comment has already been made 
regarding the radium sensitivity and ra- 
dium curability of the lymphomatous 
types. The one case of possible round- 
cell sarcoma seen by the author was 
treated postoperatively with massive 
roentgen therapy and has remained up 
to the present time, a period of some- 
what more than two years, still without 
recurrence. 


It is to be regretted that lymphoma- 
tous tumors cannot be diagnosed rou- 
tinely and with certainty in all instances 
of lymphomatous disease of the lacrimal 
gland, without the complete removal of 
the gland, as just outlined. The therapy 
for this form of neoplasm is definitely 
not surgical. 


The prognosis for these lesions, espe- 
cially mixed cell tumors and adenocar- 
cinomas, is so bad that one must do radi- 
cal surgery. As Rubin’ stated, in effect, 
the longer one can keep these cases un- 
der observation the higher do the mor- 
tality rates ascend. 


The seriousness of the two lesions de- 
pends upon (1) the difficult surgical ap- 
proach and the necessity for radical sur- 
gical intervention; (2) the involvement 
of the tumor capsule and the invasive 
tendencies of the neoplasm ; (3) the pos- 
sibility that these tumors, in the primary 
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state, may be lobulated and that one 
small lobule has not been removed ; and 
(4) the basic irradiation insensitivity of 
the malignant lesions. I feel that it is 
quite impossible to consider any mixed 
cell tumor of the lacrimal gland as a 
benign lesion. After studying the micro- 
scopic sections one may make a guess as 
to the degree of malignancy present. 
That can, however, be only a guess and, 
when made, it is a postoperative one. 
All cases of mixed cell tumor must be 
considered, preoperatively, as serious, in 
terms of degree of malignancy. They 
are called “benign” probably because 
expansion of the tumor is limited by its 
position. Ultimately the growing neo- 
plasm will rupture its capsule, or it will 
be ruptured equally effectively through 
surgery. When that occurs the tumor 
cells proliferate rapidly and extend into 
the orbit and penetrate into the bone of 
the orbit, growing along lines of least 
resistance. 


McFarland, as quoted by Rubin,’ 
feels that mixed cell tumors recur so 
frequently after apparently complete re- 
moval because many of them are multi- 
centric in development. He means by 
this that there are several small centers 
from which the tumor grows, these pos- 
sibly in close juxtaposition to the larger 
and more easily recognized mass. Thus 
they become lobulated. 


Under the best of circumstances the 
mortality rate is pretty close to 50 per 
cent in all instances of mixed cell tu- 


_mors. The mortality rate of adenocar- 


cinoma, estimated as best one can from 
the reports in the literature, cannot be 
any better, if as good. 


SUMMARY 


Much has been written relative to 
tumors of the lacrimal gland. It seems 
proper to indulge in a summarization of 
this serious ophthalmologic condition, 
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hoping that this type of review may help 
towards the reduction of the high mor- 
tality resulting from this form of neo- 
plastic disease. Contradictory statements 
appearing in the literature do not help 
this basic problem. Inadequate primary 
surgical therapy as not uncommonly car- 
ried out is certainly a factor, and that 
statement may be the most important in 
this presentation. 
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DISCUSSION 


JoHN WoopwortH Henperson, M.D., Ann 
Arbor, Michigan: We are all grateful to Dr. 
Spaeth for redirecting our attention to the 
continually difficult problem of diagnosis and 
treatment of tumors of the lacrimal gland 
and for sharing with us his impressions 
gained from long and extensive surgical ex- 
perience. The decisions as to the proper sur- 
gical approach, the time for operation, and 
the extent of surgical intervention indicated 
for a lacrimal gland tumor trouble all of us. 
The danger of incomplete removal of a 
mixed cell tumor through rupture of the cap- 
sule and the subsequent tendency to malig- 
nancy in the recurrences have been noted, and 
the necessity of secondary orbital exentera- 
tion with removal of neighboring bone has 
been emphasized. If roentgen evidence of 
bony involvement is present preoperatively, 
Dr. Spaeth suggests consideration of exen- 
teration with removal of neighboring bone 
as a primary procedure. 


At the outset it would appear helpful to 
make comparisons between the grim prog- 
nosis for mixed cell tumors of the lacrimal 
gland and the better outlook for similar paro- 
tid gland tumors, since significant differences 
exist in the reports. At the University Hos- 
pital, detailed studies were first carried out 
by Buxton, Maxwell and Cooper in 1949, and 
later expanded by Maxwell, Buxton and 
French in 1952, on a large series of parotid 
gland tumors. The latter report was presented 
at a meeting of this Academy. The results 
indicated a surprising difference in prognosis 
for parotid gland tumors as compared with 
our usual conception of lacrimal gland tu- 
mors. In the earlier report, out of 110 cases 
of mixed cell tumors removed surgically, 
there were only 12 recurrences, or 10.9 per 
cent. The authors noted further that it was 
not possible in their study to confirm the com- 
monly held opinion that in each successive 
recurrence of an excised benign mixed tumor, 
the tumor characteristics became more ma- 
lignant. They felt instead that time rather 
than surgical trauma was more important in 
the development of such malignant change. 
In the second series reported, in those patients 
with a single operation (172), there were only 
eight patients with recurrence of the neo- 
plasm. A complete review of the pathologic 
material undertaken for the latter paper re- 
sulted in an even greater number of cases 
being classified as benign, with a final total 
number of 183 patients with benign mixed 
cell tumors in a series of 280 cases. Since 
Dr. Zimmerman is much more qualified than 
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I to elucidate upon the evident confusion in 
interpretation of the pathologic findings, I 
shall not attempt a detailed presentation of the 
controversy, except to quote from Maxwell, 
Buxton and French: “There has been much 
disagreement among pathologists regarding 
the classification of parotid tumors. Some of 
them admit readily that there may be a ten- 
dency to ‘overdiagnose’ some of the cellular 
tumors presenting medullary patterns.” 


What, then, accounts for the difference in 
the uniformly poorer survival and recurrence 
rates reported in mixed tumors of the lacri- 
mal gland and those of the parotid glands? 
Is it necessarily true that the peculiar anat- 
omic location of the lacrimal gland allows 
for less complete removal of the tumor mass 
than is possible of the parotid gland with its 
associated tissue planes and apparent avenues 
for metastasis? Reese feels that the difficulty 
of surgical approach, the tendency to early 
local invasion into capsule and bone, and per- 
haps small lobules of tumor left behind are 
responsible for the much higher recurrence 
and mortality rate. It has been suggested also 
that a multicentric origin, unrecognized at 
the time of the initial operation, contributes 
to recurrences. Or is the reason for such a 
difference the difficulty in interpretation of 
the pathologic sections of the original lesion? 
Could it be true that there is a much greater 
incidence of malignancy at the time of the 
first histologic study than has been previous- 
ly recognized ? 


Forrest reported on 26 cases of epithelial 
tumors of the lacrimal gland at this Acad- 
emy in 1953. He was able to differentiate 
pathologically between benign mixed tumors 
and the group of carcinomas, correlating the 
survival rates with the pathologic findings. 
There were 8 cases of benign mixed tumor 
with adequate follow-up findings, and in this 
group there was only one significant recur- 
rence noted five years after the initial opera- 
tion; this recurrence remained localized with- 
out treatment for the following fifteen years. 
Forrest concluded that with complete excision 
of a demarcated and encapsulated mass, with 
pathologic examination indicating a_ benign 
mixed tumor completely excised, no further 
treatment is indicated. However, if previous 
incomplete excision has allowed the tumor to 
spread, local excision may not be possible, 
and exenteration will be required. If the 
original lesion is infiltrative and has involved 
bone, and if malignant lacrimal gland tumor 
is found on microscopic study, radical ex- 


enteration with excision of involved bone 
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is recommended. It seems possible, then, that 
it is feasible to group tumors of the lacrimal 
gland in the same way as has been reported 
for parotid tumors, and also to correlate such 
a grouping with the clinical course. 


Dr. Spaeth states that preoperative roentgen 
therapy is improper and without merit, and 
I hasten to agree with him, with one possible 
exception. If the examination reveals a tu- 
mor mass in the lacrimal gland without evi- 
dence of invasion or bony involvement, it 
is possible to rule out a tumor of the lympho- 
matous series by a relatively small radiation 
dosage without surgically disturbing the cap- 
sule. Although all good roentgen therapists 
are adamant against treating any lesion with- 
out histologic diagnosis, we have been allowed 
this one exception in our diagnostic routines 
for orbital tumor. Usually the blood picture 
is of little help in such a case, and if rapid 
regression follows the small roentgen dosage 
(usually a total of 1000 r measured in air de- 
livered in five doses of 200 r to a lateral 
field) a presumptive diagnosis may be made 
and the patient spared an unnecessary opera- 
tion. One patient in our series had surgical 
removal of such a tumor on the left side, 
later recurrence which responded to irradia- 
tion, and finally, five years later, involvement 
of the lacrimal gland on the right side, which 
also responded to irradiation therapy. General- 
ized findings of lymphosarcoma commenced 
three years later, and the patient expired of 
her disease thirteen years after the original 
removal of what appeared preoperatively to 
be a mixed cell tumor of the lacrimal gland. 
Throughout the entire period she suffered 
from the effects of a severe keratoconjunc- 
tivitis sicca resulting from the original sur- 
gical procedure. It is therefore our policy 
to seek a trial of low-dosage irradiation in 
orbital tumors in which clear-cut evidence of 
bony involvement and other = specific 
nostic findings are lacking. 


diag- 


It should be noted also that negative find- 
ings on roentgen examination of the neigh- 
boring bone in lacrimal gland tumors do not 
necessarily rule out bony involvement. Un- 
fortunately, many ophthalmologists do not. 
have available the guidance of a roentgen- 
ologist such as Pfeiffer, and a negative ex- 
amination in most hands is certainly not con- 
clusive. As Reese notes, palpation may in- 
dicate involvement of bone before roent- 
genograms will demonstrate positive findings. 
Certainly any suspicious bone should be re- 
moved at the time of operation, 
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Finally, it might be of interest to present 
a case in which treatment was refused, in 
order to note the long course which tumors 
of the lacrimal gland may take. The patient 
first sought treatment in 1936 with a seven- 
vear history of a slowly growing mass in the 
right upper lid. It was hard, irregular, al- 
though freely moveable, and located in the 
lacrimal gland. There was no roentgenograph- 
ic evidence of bony involvement. Surgical in- 
tervention was refused by the patient. She 
was next seen eleven years later, at which 
time a tremendous mass, measuring 8.5 by 
6.0 by 5.5 inches, was present. The globe 
could not be visualized in the tumor. Roent- 
genograms indicated probable associated bony 
changes of the right side ot the face and 
showed calcification or ossification within the 
mass. On general examination, a pelvic tumor 
was also noted, probably a uterine sarcoma. 
There was marked anemia. Again the patient 
refused surgical intervention, and follow-up 
by our Social Service Department indicated 
that the patient expired eight months later. 
The duration of life from the earliest sign 
ot the tumor was nineteen vears. 


It was indeed a privilege to discuss this 
excellent paper, and we shall all benefit from 
Dr. Spaeth’s willingness to share his con- 
siderable experience with us. 


LORENZ E. ZIMMERMAN, M.D., Washing- 
ton, D. C.: I shall confine my remarks to 
that part of Dr. Spaeth’s paper which deals 
with the pathology and prognosis of epithelial 
tumors of the lacrimal gland. Sarcomas and 
unequivocally malignant lymphomas arising 
in the lacrimal gland are so rare that well- 
documented cases deserve being reported in- 
dividually. There is, therefore, nothing more 
that | can say about nonepithelial cancers of 
the lacrimal gland. 


It has been rather wideiy appreciated that 
neoplasms of the lacrimal gland have much in 
common with those ot ihe major salivary 
glands, benign mixed tumor being the most 
common variety in each location. I doubt, 
however, that the preponderance of mixed tu- 
mors is nearly as great as the figure quoted 
by Dr. Spaeth, who said that at least 90 
per cent of the neoplasms of the lacrimal 
gland were of this type. In the past, the 
diagnosis of “mixed-cell tumor” been 
overworked. (Reese?) Tumors which are 
now regarded as frankly carcinomatous—espe- 
cially the adenocystic variety of adeno- 
carcinoma—tormerly were lumped with the 
mixed tumors of the lacrimal gland. Further- 


more, the mixed tumor group has now been 
subdivided into benign and malignant types. 
Thus we have three main groups of neo- 
plasms of the lacrimal gland: benign mixed 
tumors, malignant mixed tumors, and car- 
cinomas unrelated to mixed tumors. 


This classification follows that of Foote and 
Frazell (Atlas of Tumor Pathology, Wash- 
ington, D. C., Armed Forces Institute of 
Pathology, 1954), who as a result of their 
vast experience at the Memorial Hospital in 
New York published an excellent monograph 
on the pathology of salivary gland tumors. 
Reese (Am. J. Ophth., 41:3-11, 1956) has 
already applied the classification made by 
Foote and Frazell to lacrimal gland tumors, 
and very recently | employed it in a quick 
review of the Registry material. 


I would like to show you the result of this 
survey and to compare my data with those 
of Reese, which were based partly on his 
own cases and partly on those in the litera- 
ture. Of the 80 cases I reviewed, only 39 
(49 per cent) were considered benign mixed 
tumors (table 1). The remaining tumors were 


TABLE | 


LACRIMAL GLAND TuMoRS* 


CASES PERCENT 


Benign Mixed 39 49 
Malignant Mixed 13 16 
Other Carcinomas 28 35 

‘Totals 100 


‘Registry of Ophthalmic Pathology, AFIP 


considered malignant. Here we should say a 
word as to what we mean by the terms be- 
nign and malignant in relation to these neo- 
plasms. Benign mixed tumors are called be- 
nign because their histologic and cytologic 
characteristics are not those of a metastasiz- 
ing tumor. They are not entirely benign in 
their behavior, however, because they are in- 
filtrative and they will penetrate adjacent tis- 
sues, including bone, especially after incom- 
plete excision. The malignant mixed tumors 
contain areas in which the neoplastic tissue ap- 
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pears frankly carcinomatous and is believed 
capable of metastasizing via blood stream or 
lymphatics. Under the heading of “other car- 
cinomas” we see a variety of histologic types 
which are unrelated to mixed tumors; the 
most frequent is the adenocystic carcinoma. 


TABLE II 


EpirHeELIAL TuMors OF LACRIMAL GLAND 


REGISTRY* REESE 
PER CENT PER CENT 
Benign Mixed 49 43 
Malignant Mixed 16 4 
Other Malignant 35 53 
Totals 100 100 
*Registry of Ophthalmic Pathology, AFIP 


Table II reveals the similarity of the dis- 
tribution of cases in the Registry to the statis- 
tics published by Reese. You see that less than 
half the epithelial tumors are benign mixed 
tumors. It is for this reason that I previously 
questioned the 90 per cent figure mentioned 
by Dr. Spaeth. This is not a minor point 
of mere academic interest, for the prognosis 
and therapy of lacrimal gland tumors is en- 
tirely dependent upon accurate pathologic di- 
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agnosis, a point which has been emphasized 
by Reese. 


To illustrate, | want to show you the re- 
sults of my recent survey of the Registry 
cases (table II1). There were 17 “tumor 
deaths,” and none of these were from benign 
mixed tumors. In fact, only 2 were considered 
to be malignant mixed tumors. All others 
were carcinomas unrelated to mixed tumors. 
Likewise, among the living patients who had 
had recurrences, only 4 of 10 had benign 
mixed tumors. On the other hand, 12 of the 
16 patients who were living and well with 
no history of recurrence (six to twenty-one 
years after operation) had had benign mixed 
tumors. These data are much more encourag- 
ing than those previously published, and they 
serve to emphasize the practical importance 
of adequate pathologic study. In my opinion 
it should be emphasized that the benign mixed 
tumor, completely extirpated with its capsule 
unbroken, carries a very favorable prognosts. 


What, then, can I say about surgical man- 
agement? First, I would insist that this is not 
a surgical emergency. The problem must be 
attacked with a well-conceived plan. The pa- 
tient and his family should be advised that 
even after a complete preoperative “‘work- 
up,” the definitive diagnosis cannot be made 
until a specimen is obtained for histopatholo- 
gic diagnosis. They should be advised also 
that the extent of surgical intervention re- 
quired to cope properly with the situation 
must await definitive diagnosis, but permis- 
sion should be obtained to do whatever pro- 
cedure is deemed necessary at the time of 
initial exploration. 


TABLE III 


LACRIMAL GLAND TUMOoORS* 


FOLLOW -UP 


BENIGN MALIGNANT 
STATUS TOTAL MIXED MIXED CARCINOMA 
Living and well 16 12 3 l 
Living (history of recurrence) 10 3 3 
Tumor Deaths 17 2 15 
Indeterminate 37 23 5 9 
Totals 80 39 13 28 


*Registry of Ophthalmic Pathology, 


AFIP 
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A very important part of the preoperative 
planning procedure is consultation with radi- 
ologists and with the surgical pathologist. 
Dr. Spaeth has already emphasized the need 
for radiologic study. | want to emphasize 
the advisability of consultation between the 
ophthalmic surgeon and the surgical patholo- 
gist well in advance of the time of surgery. 
Many pathologists have not been faced with 
the special problems presented by lacrimal 
gland tumors. It is most important that they 
realize that their job here is not only to make 
a diagnosis but also to help decide upon the 
extent of surgical excision required. 


The first major decision is whether to take 
a deep wedge of tissue for histopathologic 
diagnosis, as advocated by Dr. Reese, or 
whether the initial procedure should be com- 
plete extirpation of the gland with its cap- 
sule intact, as Dr. Spaeth has suggested here 
today. From the purely idealistic viewpoint of 
an oncologist, | would have to agree with 
the procedure of complete extirpation with- 
out prior biopsy, as advocated by Dr. Spaeth. 
Although Dr. Reese says one should obtain 
a deep wedge of tissue “using precautions not 
to disseminate any of the tissue cells,” I must 
confess ignorance as to how this is really ac- 
complished. On the other hand, I am aware 
of Dr. Reese’s well-founded reasons for not 


going ahead with complete extirpation from 
the outset. He has found that in about one 
half of the cases the diagnosis will be either 
granuloma or lymphoma, and radical excision 
will not be required; hence, his insistence on 
a biopsy diagnosis before extirpation. 
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Finally, before closing | would like to take 
issue with Dr. Spaeth’s suggestion that after 
complete extirpation of a mixed tumor, it is 
still necessary to go ahead with exenteration. 
In my opinion, if the surgeon has done a good 
job of removing the tumor with its capsule 
intact, along with any areas of suspected bone 
involvement, and if the surgical pathologist 
after careful gross and microscopic examina- 
tion pronounces the lesion a “benign mixed 
tumor, completely excised, with capsule in- 
tact,”’ then I believe the patient has been cured 
and no further surgical intervention is indi- 
cated. 


It has been a pleasure to participate in this 
discussion of a lacrimal gland problem which, 
as Al Reese has said, is “crying for revision.” 


Dr. SpaetH. I wish to thank the two dis- 
cussers for valuable addition to this presenta- 
tion. It is rather interesting that there should 
be so much difference of opinion between ex- 
periences of clinician and pathologist. There 
can be nothing more conclusive than that of 
“a death from the basic condition.” A benign 
lesion is NOT one causing death by recur- 
rence, by extension, and/or metastases. There 
is no question as to the high incidence of 
such deaths from mixed cell tumors of the 
lacrimal gland—as these cases are continued 
under observation. Because this is true, the 
surgical treatment of these cases must be that 
which might prevent deaths in the largest 
number of instances. 
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EFFECT OF PARASYMPATHETIC STIMULATION 
ON THE ANTERIOR SEGMENT OF THE CAT’S EYE 


MAnsour F. Armaty, M.D. 
IOWA CITY, IOWA 


BY INVITATION 


THE intimate relationship between 
the ciliary muscle and iris, on the one 
hand, and the structures forming the 
chamber angle, on the other, has for 
decades stimulated active curiosity as to 
the possible effect of ciliary and iris 
muscle contraction on the arrangement 
of the structures forming the chamber 
angle and the resulting effect on the 
dynamics of aqueous humor. However, 
opinions on this matter as well as ex- 
perimental results have not been uni- 
form. 


In over 250 experiments conducted by 
the author on anesthetized cats as well 
as on enucleated cats’ eyes, a prepara- 
tion was used wherein the orbital para- 
sympathetic pathway was_ thoroughly 
isolated so that stimulation of this path- 
way produced exclusively intraocular 
effects.! 


Under these experimental conditions 
stimulation of the orbital parasympa- 
thetic pathway produced a marked re- 
duction in the resistance to outflow in 
the intact animal as well as in the enu- 
cleated eye. The increase in the facility 
of outflow during stimulation ranged 
from 50 per cent to 250 per cent and was 
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Results of this work were presented at the meeting 
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independent of the change in pupil size 
during stimulation. 


This preparation offered an ideal op- 
portunity to study the effect of parasym- 
pathetic stimulation on the anterior seg- 
ment of the cat’s eye by direct visualiza- 
tion of these structures with the high 
magnification of the slit lamp with or 
without the help of the gonioprism. The 
absence of eye movement during stim- 
ulation made it possible to record the 
movements of the intraocular structures 
on a colored motion picture film from 
which valid comparative measurements 
could be made of the anatomic character- 
istics of the structures before and dur- 
ing stimulation. 


A study of histologic sections provid- 
ed a representative picture of the anat- 
omy of the anterior segment of the cat’s 
eve. An attempt will be made in this 
presentation to elaborate on the func- 
tional possibilities of the various ana- 
tomic findings in an effort to explain the 
marked increase in facility of outflow on 
stimulation of the orbital parasympa- 
thetic pathway. 


MICROSCOPIC ANATOMY 


A large number of transverse sections 
selected from eyes of six cats were ex- 
amined after staining with hematoxylin 
and eosin as well as with Mallory stain. 
Relatively small variations were encoun- 
tered from eye to eye in the character- 
istics of the structures considered in this 
study. A “composite representative” 
cross section is presented (fig. 1) to 
show the various structures and their 
relationship. 
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Ant. ch. 


Trabec. 


Pect. lig 


Coll. ves. 


if’ 


FIG. 1—The anterior segment of the cat’s eye in transverse section drawn as a “‘composite repre- 
sentative’ section of a large number of transverse sections of various eyes. Ant. ch., Anterior 
«chamber; Cil. m. (1), Meridional Fibers; Cil. m. (2), Intermediate Fibers; Cil. m. (3), Circular 
Fibers; Cil. m. (4), Internal Fibers; Coll. ves., Collector vessel; Cor., Cornea; Iris r., Iris Root; 
M., Muscle; Pect. lig., Pectinate ligament; Pl. Hov., Plexus of Hovius; Post. ch., Posterior 
chamber; Schl., Canal of Schlemm; Scl., Sclera; Trabec., Trabeculum; Ves., Blood vessel; Zon., Z., 
Zonule of Zinn. 
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The Ciliary Muscle 


The fibers of this muscle could be 
subdivided on the basis of their direc- 
tion as depicted in transverse sections 
into four distinct groups. 


The first and most external group 
(Cil. m., 1) was the meridional fibers: 
these were directed anteroposteriorly 
and sectioned longitudinally these 
preparations. Anteriorly, these fibers 
could be seen to have intimate attach- 
ment to the sclera laterally, and to the 
external group of trabecular fibers im- 
mediately adjacent to the canal of 
Schlemm anteriorly. Through _ these 
fibers the muscle gains attachment to the 
sclera surrounding the site of Schlemm’s 
canal as well as to a more forward loca- 
tion on the sclera reaching the cornea 
and Schwalbe’s ring. 


The second group lies medial and 
slightly forward to the first (Cil. m., 2), 
and its fibers appear as an oblong bundle 


containing a mixture of longitudinally 
as well as transversely cut fibers. To 
these fibers the intermediate group of 
trabecular fibers could be traced. 


The third group (Cil. m., 3) was lo- 
cated medial and forward to the second. 
Its bundles were circular in outline and 
were composed of transversely cut fibers 
which can be properly called circular 
hbers. To these the more internal group 
of trabecular fibers could be traced. 


The fourth group (Cil. m., 4) was the 
most internally located; it was situated 
just lateral to the cilary epithelium and 
the bases of the ciliary processes. Their 
direction was parallel to that of the 
ciliary processes and perpendicular to 
the meridional fibers. No continuity was 
seen in any cross section between this 
group and any of the previously men- 
tioned groups. A study of serial sections 
to determine their relationship to groups 
2 and 3 is in progress. 
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These fibers present a very interesting 
possibility, since they are intimately re- 
lated to the bases of the ciliary processes 
and attachments of the zonular fibers, 
and their contraction produces an effect 
on the lens and refraction opposite to 
that produced by the rest of the ciliary 
muscle fibers. 


The Chamber Angle 


In the cat, the anterior boundary of 
the ciliary muscle forms an obtuse an- 
gle at the sclera, thus making a large 
portion of the angle, including the open- 
ings of the canal of Schlemm, occupy a 
more recessed plane than that of the 
iris insertion to the anterior tip of the 
ciliary muscle. 


The fibrillar meshwork contained in 
this angle has a triangular arrangement 
converging towards an apex at the ring 
of Schwalbe and diverging towards the 
wider base of insertion into the ciliary 
muscle fibers described previously. In 
order to avoid confusion, the term pec- 
tinate ligament is reserved for those fi- 
bers that insert into the iris proper. In 
the cat, only one row of widely dispersed 
fibers is seen connecting the cornea to 
the iris root. All those lateral to this fiber 
in cross section insert into the ciliary 
body and would be called trabecular f- 
bers. On rare occasions two pectinate 
ligament fibers were seen in one trans- 
verse section. 


This point is of the utmost impor- 
tance, since gonioscopically and in the 
motion picture one can see as many as 
five rows of fibers placed lateral to one 
another ; of these, only one is connected 
to the iris root; the rest insert mto the 
ciliary muscle and reflect its activity. 


The trabecular fibers, in general, have 
an interrupted course, or “holes,” in a 
transverse section; so that this mesh- 
work when observed from the anterior 
chamber would best be described as com- 
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posed of fenestrated circular sheets in 
which the fibers form the framework. 
These fenestrated sheets are arranged 
one lateral to the other following the 
general layout of the fibers seen in cross 
sections; the fenestrations of one sheet 
are not umiform in size but are larger 
towards the base. The openings of one 
sheet are not superimposed on openings 
of the one adjacent to it; and fibers of 
one sheet are superimposed on inter- 
fibrillary spaces of the other. 


FIG. 2 
size of the final effective pore. 


A. A pattern drawn to simulate the appearance of any one sheet of trabecular fibers: 
end represents the anterior or corneal extremity, the lower the posterior or uveal extremity. 
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sheets from each other; the smaller the 
distance, the greater the resistance to 
outflow and vice versa (fig. 3). 


This mechanism is effective among 
sheets as well as between the most ex- 
ternal sheet and the apertures of the 
canal of Schlemm. 


The canal of Schlemm, in a transverse 
section, has two openings toward the 
anterior chamber; channels proceed in- 


The effect of imperfect superimposition of layers of a fenestrated pattern in reducing the 


upper 


a. Represents a transverse section of the sheet appearing as a fiber with a discontinuous course. 
b. Represents the front view of the sheet seen from the anterior chamber. 


B. The same pattern in A is superimposed once on itself with a slight lateral discrepancy in 


apposition. 


a. The appearance of the result in a transverse section. 
b. The appearance of the result in a front view; note the reduction in the size of the “final 


aperture.’ 


C. The same maneuver as in B repeated five times. The result shown in transverse section 
in (a) and front view in (b). Note the marked reduction in the porosity of the resulting pattern 


as compared with A. 


The trabecular meshwork in the cat is composed of an average of 10 to 12 rows. 


This arrangement markedly  poten- 
tiates the ability of the meshwork to 
offer a resistance greater than that which 
can be expected on the basis of the size 
of the pore in any one sheet. Since fluid 
has to traverse all layers, the “effective” 
pore is that which results from imper- 
fect superimposition of the unequal 
pores of the various laterally placed 
sheets (fig. 2). 


It also introduces another dimension, 
namely the lateral displacement of the 


dependently from each one and unite 
with a collector channel which in turn 
connects with the circular plexus of 
Hovius. Of interest here is the absence 
of a well formed scleral spur; instead, 
the canal 1s completely and uniformly 
enclosed in scleral tissue. Another point 
of interest is that the intrascleral canals 
leaving the canal of Schlemm follow an 
oblique posterolateral course. 


This arrangement of the trabecular 
meshwork, Schlemm’s canal and collec- 
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tor vessels, makes the resistance offered 
by this pathway subject to compression 
so that it is increased by factors favor- 
ing compression; such as increased 1n- 
traocular pressure,” reduced trabecular 
fiber tension, reduced lateral separation 
of these fibers and increased scleral ten- 
sion; and reduced by factors that in- 
crease the resistance of this pathway to 
compression. 


PARASYMPATHETIC EFFECTS ON 
MORPHOLOGY 


When the preganglionic trunk to the 
ciliary ganglion is cut, eliminating the 
central connection of the parasympa- 
thetics, the following changes are ob- 
served: 


The effect of compression and reduction of the lateral distance between trabecular fiber 
sheets on the “‘porosity’’ of the meshwork. Compression is shown by arrows indicating the magni- 
tude of intraocular pressure. The interrupted lines traversing the meshwork indicate the sinuous 
course that fluid must take to reach the canal of Schlemm and brings out the importance of the 
lateral distance between two adjacent sheets. A, B and C illustrate the increasing compression and 
the resistance with increasing intraocular pressure. 


The pupil dilates from a vertical slit 
to a circular aperture 8-10 mm. in diam- 
eter. 


The iris becomes crowded in the pe- 
riphery of the chamber reducing the 
length of the visible trabecular fibers. 
The anterior surface of the lens becomes 
less convex at the center and recedes 
backwards increasing the distance be- 
tween the posterior surface of the cor- 
nea and the central portion of the ante- 
rior surface of the lens by 2 to 3 mm., 
as estimated with the help of the Gold- 


mann slit lamp. 


This maneuver is also accompanied by 
a reduction in the facility of outflow by 
15 to 30 per cent. 
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PARASYMPATHETIC STIMULATION OF ANTERIOR SEGMENT 757 


A schematic representation of the effect of parasympathetic stimulation on the chamber 


angle as it appears gonioscopically and in the motion picture generalized to include all the mesh- 
work fibers and the intrascleral canals. A, Before stimulation; B, During stimulation. 

Note the increase in length of individual fibers, appearance of mounds of uveal tissue at 
their bases indicative of increased tension in these fibers; also the increase in the lateral distance 
between adjacent sheets due to the medial displacement of their bases by the effect of the circular 


component of the ciliary muscle. 


Note the backward displacement of the ciliary body-iris attachment area in contrast to the 
bulging forward of the central part of the lens with the covering iris. 


If, now an electric stimulus is applied 
to the ciliary ganglion, the following 
changes can be seen: 


The pupil constricts from the dilated 
position. 


The lens undergoes marked forward 
bulging of the central 6 mm. of its ante- 
rior surface with marked increase in the 
convexity of this surface and a marked 
reduction in the depth of the central 
portion of the chamber to one third or 
one fourth of the depth before stimula- 
tion. This is accompanied by an increase 


in the refractive power of 5 to 6 diop- 
ters. 


The constricting iris leaf follows the 
contour of the bulging anterior surface 
of the lens and assumes the shape of a 
truncated cone whose apex 1s at the pu- 
pil and its base at the junction between 
the central three fourths and the outer 
one fourth of the iris. The height of this 
cone approaches 2 to 3 mm. 


The peripheral one fourth including 
the ciliary body-iris attachment area un- 
dergoes a simultaneous forceful back- 
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FIG. 5—-The eye and chamber angle before and during stimulation taken from the motion picture. 
A and C are front views; B and D show the appearance of the same fibers before and during 
stimulation. All these sets were taken without a change in the position of the eye or the camera 
before or during stimulation, as can be verified by comparing the various landmarks seen in the 
photographs; hence, they represent valid comparisons. 

Comparing A and C one observes the constricted pupil as well as the change in plane between 
the peripheral one fourth and the central three fourths of the iris, the latter being more forward 
during stimulation in C. In addition trabecular and pectinate ligament fibers become visible in C 
as a result of the medial displacement so that the serrations and mounds of uveal tissue at their 
bases, not visible before stimulation in A become visible during stimulation in C. 

By comparing B and D one can demonstrate the backward pull of the ciliary body-iris attach. 
ment area by comparing the distance between them and the edge of the light reflex before in B 
and during stimulation in D. 

Also by comparing the length of the same fiber in B and in ID one can demonstrate an actual 
increase in length in D. 

Note how the entire picture becomes more lacy with larger spaces in D and the ability to 
distinguish more rows of fibers in D than in B indicating an increase in the lateral separation of 
these sheets as well as an increase in the “‘porosity’’ of the meshwork. 


ward displacement and appears as a con- 
cave circular trough 2 to 3 mm. wide and 
1 to 2 mm. deep; thus causing a marked 
increase in the depth of the chamber 


area continued to occur when the stim- 
ulation produced minimal pupillary re- 
sponse and marked refractive changes, 
and when stimulation was applied after 


angle and the periphery of the anterior 
chamber (fig. 4). This forceful reces- 
sion of the ciliary body-iris attachment 


the pupil had been constricted to a slit 
by perfusing the anterior chamber with 
pilocarpine. This indicated that this re- 
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Beene. PARASYMPATHETIC STIMULATION OF ANTERIOR SEGMENT 


FIG. 6—A schematic representation of the effect of the parasympathetic stimulation on the ap- 
pearance and inferred resistance of the meshwork, canal of Schlemm and intrascleral vessels to 
interpret the results of perfusion experiments. A. For a given intraocular pressure. (P) an increase 
in intensity of parasympathetic stimulation increases the reduction of the resistance to outflow. 
B. For the same intensity of stimulation, an increase in intraocular pressure reduces the effect of 
this stimulation in reducing the resistance to outflow. 


cession of the ciliary body-iris attach- 
ment was independent of the pupillary 
response. 


The pectinate lgament as well as 
the trabecular fibers undergo marked 
changes, too. Three to five rows of 
fibers can be seen lateral to one another 
with the help of the gomioscope. 


During stimulation, an increase in the 
visible length of each individual fiber 
accompanies the recession of the ciliary 
muscle-iris insertion area (fig. 5). To- 
gether with this, an increase in the ten- 
sion in these fibers becomes evident by 
the development of a conical mound of 
cilary body and iris tissue with the 
fiber inserting at its apex, while the rest 
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of uveal tissue undergoes the backward 
displacement. In addition a medial dis- 
placement of these fibers becomes visible 
so that the lateral distance between ad- 
jacent sets of fibers becomes more; at 
times this resulted in being able to dis- 
tinguish one or more additional rows 
which were not visible before. This 
movement is best seen at the base of at- 
tachment of the trabecular fibers where 
it is most exaggerated. It gives the im- 
pression of fanning out of these fibers 
around the point of attachment to the 
cornea. 


These observations establish, beyond 
doubt, that the trabecular fibers in the 
cat are truly the tendon of the ciliary 
muscle and that contraction of this mus- 
cle pulls backwards and medially the 
fibers of this meshwork. 


The combined action of the meridional 
and circular fibers (fig. 6) produces an 
increase in the depth of the chamber 
angle and in the tension and length of 
the trabecular fibers; this favors an in- 
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crease in the size of the “holes,” includ- 
ing the apertures of the canal of 
Schlemm. Their action also increases the 
lateral separation of these fiber sheets 
and the protection of the oblique intra- 
scleral channels from compression by 
pulling on the attachment of the muscle 
to the sclera in that region. 


All these effects of ciliary muscle con- 
traction are capable of reducing the re- 
sistance to outflow and offer some ex- 
planation of the experimental results 
found in these studies where stimulation 
of the orbital parasympathetic pathway 
produced a marked increase in the fa- 
cility of outflow. 
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: The compressibility of the resist- 
ance to outflow. (To be published) 
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EXTENSIVE RESECTION OF THE TRACHEA FOR CANCER 


R. M.D. 
BOSTON, MASSACHUSETTS 


BY INVITATION 


THE surgical treatment of malignant 
tumors of the trachea has been limited 
because of difficulties in reconstruction 
of a satisfactory airway. Many methods 
for replacement and reconstruction of 
the trachea have been evaluated experi- 
mentally, and some have found limited 
application clinically. Whenever possi- 
ble, the ideal method for reconstructing 
the trachea is by primary anastomosis. 
Surprisingly large defects can be bridged 
by mobilizing the remaining tracheal 
segments. Even though anastomoses are 
made under tension, healing will occur.! 
Unfortunately this method of recon- 
structing the trachea is often not feasible 
because of the necessity of sacrificing 
major segments of the trachea and the 
larynx. Rigid and semirigid tubes of 
metal or plastic, and wire and wire mesh 
supporting fascia lata or skin have been 
used to replace the trachea.28 Some of 
the results obtained by these techniques 
have been excellent, but, particularly 
where extensive resections of the tra- 
chea are necessary, no currently avail- 
able technique is entirely satisfactory. 


There are two major problems. First, 
the malignant lesion must be adequately 
removed, and the regional lymphatic 
drainage and adjacent structures that 
might be involved should also be ex- 
cised en bloc. For epidermoid carcinoma 
arising in the trachea, this should in- 
clude the paratracheal lymph channels 
and nodes, the thymus gland, often the 
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thyroid, and sometimes the cervical 
lymph drainage. The second aspect con- 
cerns the reconstruction of a satisfac- 
tory airway. A tubular conduit which is 
airtight and will not collapse when sub- 
jected to negative intrathoracic pres- 
sure must be provided. A means of 
tracheobronchial cleansing is necessary, 
and healing without stricture formation 
or chronic infection is an additional 
requisite of a satisfactory operation. At 
present there is no completely satisfac- 
tory method of accomplishing these 
ends. 


As a partial fulfillment of these 
objectives, a technique has been devel- 
yped which allows subtotal resection of 
the trachea with re-establishment of the 
airway through a sternal tracheostomy. 
The manner in which this accom- 
plished is described and illustrated, along 
with a modification for a more radical 
excision of the upper trachea in con- 
junction wtih laryngectomy. This opera- 
tion has been carried out on two patients 
with primary epidermoid carcinoma of 
the trachea and on two patients with re- 
current carcinoma of the larynx in end 
tracheostomies. The details of these 
cases have been reported previously.? 
There was one postoperative fatality, 
and the death of another patient five 
months after operation is attributed to 


is 


complications arising from the opera- 
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tion. This experience, although brief, 
has demonstrated the technical feasibility 
of radical tracheal resection and recon- 
struction by means of skin tubes passing 
through the mediastinum. The effective- 
ness of this surgical approach to the 
problem of control of cancer of the tra- 
chea remains to be evaluated. 
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FIG. 1—Incisions for skin flaps, exposure of sternum 
and the structures of the neck. 


FIG. 2—-Skin flaps elevated and retracted. 


TECH NIQUE 


The procedure is carried out with the 
patient recumbent and the neck extend- 
ed. The skin incisions (fig. 1) are 
planned to provide for the elevation of 
full thickness, crossed skin flaps from 
the anterior chest wall (fig. 2), which 
can be utilized to form a tube that will 
pass through the sternum and will anas- 
tomose to the tracheal stump at any level 
down to the carina (figs. 4, 5 and 6). 


TR. AM. 
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The skin flaps are raised with a layer of 
subcutaneous fat to ensure adequate 


blood supply. The elevated flaps are 


carefully retracted by sutures rather 
than by forceps, and the raw surfaces 
are protected with moist gauze. Their 
preparation early in the operation allows 
a long period for recovery and observa- 
tion. The edges must be completely vi- 
able with active blood flow if successful 
healing between the tube created from 
them and the trachea is to be expected. 
The possible need of such flaps must be 
anticipated, because a midline skin in- 
cision over the sternum precludes the 
use of this method of reconstruction. If 
the clinical situation warrants, the skin 
flaps can be sutured back in their bed 
to allow development of maximal col- 
lateral circulation. After an appropriate 
interval, they can be raised again and 
the definitive procedure carried out. 


The structures of the neck are ex- 
posed through a standard collar incision 
with upward extensions either on the 
right or left, as judged by the position 
of the tumor and the need for exposure. 
The operability of the lesion is deter- 
mined. Various types of upper medias- 
tinal and neck dissections can be carried 
out depending upon the type of tumor, 
the involvement of organs adjacent to 
the trachea, and the presence of metas- 
tases. For subglottic and upper tracheal 
carcinomas we feel that bilateral radical 
neck dissection with preservation of the 
right jugular vein is indicated, sparing 
some thyroid tissue and at least one 
parathyroid gland if possible. 


The intrathoracic portion of the tra- 
chea and surrounding structures are ex- 
posed through a midline sternotomy 
which is extended down about three 
fourths of the distance to the xiphoid. 
The left innominate vein is divided (fig. 
3). The pleura is pushed away from the 
mediastinal structures by gentle blunt 
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FIG. 3—Mediastinal dissection after resection ot 
trachea and larynx and displacement of remaining 
trachea to the right of the aortic arch and innominate 
artery. 


dissection. Inadvertent openings 1n_ the 
pleura should be closed. Peritracheal 
lymphatics, the thymus gland, and a 
variable amount of fat can be removed 
from the level of the aortic arch up- 
ward. The esophagus can be removed if 
necessary. 


Following the exposure and dissection 
of the involved portion of the trachea, 
it is transected at an appropriate level 
and intubated with a sterile, cuffed endo- 
tracheal tube which is passed across the 
operative field to the anesthetist. Care 
should be taken to minimize the possi- 
bility of direct implantation of tumor 
cells. When amputation of the trachea 
near the carina is anticipated, a double 
lumen tube for insertion into each main- 
stem bronchus may be needed. The prox- 
imal trachea, larynx and_ contiguous 
structures are then removed. The phar- 
ynx is closed with three layers of fine 
interrupted silk sutures. 


The configuration of the aortic arch 
and the shape of the chest will determine 
the manner in which the tracheal stump 
is brought forward. With a short seg- 
ment of trachea above the carina, dis- 
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placement to the right of the innominate 
artery and to the right of the aortic arch 
will provide a more direct route ante- 
riorly (figs. 3, 4+, 5 and 6), whereas with 
longer segments of trachea, it may be 
preferable to bring the trachea above 
the arch between the innominate artery 
and the left carotid artery. 


FIG. 4——-Hole rongeured in sternum to accommodate 
skin flaps to be fashioned into a tube. The tracheal 
stump is drawn forward and to the right of the 
ascending aorta. 


The suturing of the crossed skin flaps 
to form a tube which will reach down 
into the mediastinum is illustrated in 
figure 5. The superior and inferior clo- 
sure of the tube 1s made with two layers 
of fine catgut, the outer approximating 
the subcutaneous fat and the inner, the 
skin edges. At an appropriate site, a hole 
is rongeured in the sternum to accommo- 
date the skin tube (fig. 4). This should 
be large enough so that the inlying plas- 
tic tube which will be used subsequently 
will not cause pressure. The end of the 
skin tube is sutured to the cut end of 
the trachea with closely placed silk su- 
tures. These sutures engage the tracheal 
ring adjacent to the anastomosis, since 
regardless of the length of the skin tube 
and the trachea, some tension is unayoid- 
able in order to hold the trachea for- 
ward. The cut edges of the sternum are 
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5--A, B, C-—-Method of suturing skin flap to 
form a tube. D—-Suturing skin tube to trachea. The 
sutures are tied on the outside. 


approximated with heavy steel-wire su- 
tures. Linear closure of the skin de- 
fects on the anterior chest wall is accom- 
plished by undermining laterally to pro- 
vide relaxation (fig. 6). Skin grafts may 
be necessary. Complete skin closure is 
important; sepsis, if once established, 
can involve the huge operative area and 
may be fata!. The funnel-shaped open- 
ing of the sternal tracheostomy permits 
direct drainage of superficial exudation 
from raw areas into the carina and is a 
potential source of pulmonary infection 
which may complicate convalescence. A 
catheter is brought from the mediastinum 
through the suprasternal notch, and gen- 
tle suction is applied for twenty-four 
hours to evacuate blood and serum. Fol- 
lowing removal of the cuffed endotra- 
cheal tube, a plastic semirigid endo- 
tracheal tube is inserted. Except for 
brief periods, a tube of this sort is worn 
permanently thereafter. 


Successful postoperative care of these 
patients requires constant nursing at- 
tention and frequent observation by the 
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surgeon. In contrast to the usual endo- 
tracheostomy above the sternum, the 
skin-lined tube sutured to the lower 
trachea fails to propel mucus to the ex- 
ternal stoma by ciliary motion. The 
skin tube is dry compared to the normal 
moist mucous membrane of the trachea; 
despite humidification of the inspired 
air, there may be inspissation and ac- 
cumulation of dried mucus about the 
anastomosis and at the carina, which re- 
quires removal with forceps. Bronchos- 


FiG. 6—Skin closure after completed operation show- 
ing skin flaps forming a tube which passes through 


the sternum and mediastinum. Insert diagrams the 
relationship of trachea and skin tube to mediastinal 
structures as shown in a coronal section viewed from 
above. 


copy, easily carried out, has been neces- 
sary in three of our four cases. After 
healing of the anastomosis, the problem 
of removal of and mainte- 
nance of a clear airway lessens and then 
disappears. The improvement seems to 
accompany healing of the anastomosis, 
accommodation of the bronchial mucosa 
to dry air, control of infection, and, most 
important, disappearance of the cough 
reflex and the appearance of a new type 
of expulsive effort that the patients de- 
scribe as “blowing.” It has been ob- 
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served that the cough reflex initiated by 
pharyngeal or bronchial catheterization 
is much less effective than the more pro- 
longed type of voluntary “blowing” 
learned after a few weeks by the patient. 


Enzymatic debridement of dried crusts 
has been attempted, using papain and 
streptokinase-streptodornase without 
success. Prevention of drying is more 
effective. Aleovaire seems to be a useful 
adjunct. Immediately after operation, 
some type of atomizer is incorporated 
into the oxygen supply system to pro- 
vide as high humidification as possible. 
Later, when the patient is ambulatory, a 
moistened sponge over the opening may 
be necessary for weeks or months. 


Modification of Technique to Allow 
More Adequate Tracheal Resection 
with Laryngectomy 


In the surgical treatment of subglottic 
carcinoma of the larynx, it 1s sometimes 
desirable to excise the upper portion of 
the trachea in order to obtain an ade- 
quate margin of normal tissue below 
the tumor. In most subjects this can be 
accomplished without any subsequent 
dithculty in the establishment of an endo- 
tracheostomy. However, in an occasional 
patient with a short neck, excision of 
the upper two, three or four tracheal 
rings places the transection of the tra- 
chea in the upper mediastinum so that 


the usual tracheostomy is not possible. 


It is suggested that a modification of the 
technique described above will allow re- 
construction of the airway after tran- 
section of the trachea at whatever level 
is indicated. lortunately, the usual U- 
shaped incision for laryngectomy does 
not interfere with the blood supply to 
the skin inferiorly, so crossed skin flaps 
can be constructed to form a skin tube 
which will pass through the suprasternal 
notch for anastomosis to the trachea. It 
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Flti. 7 Lines of ineisions for formation of skin 


flaps and laryngectomy. 


may be necessary to resect the manu- 
brium and the medial ends of the clav- 


icles ( figs. 7-10). 


f Sfernum 


Sain flaps elevated 
retracted 


flaps elevated and retracted prior to 
formation of tube. The larynx and upper trachea 
have been removed. 
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FIG. 9—Method of suturing skin flaps to form tube 
and its anastomosis to the remaining trachea. 
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IG. 10—Closure of wounds after formation of skin 
tube reaching into superior mediastinum and anas- 
tomosed to trachea. Insert shows a sagittal section 
of skin tube joining trachea. 
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This method of forming the skin tube 
and bringing it to the trachea may prove 
more satisfactory than the trans-sternal 
route described above for major tracheal 
resections. By having the skin tube in 
the approximate normal location of the 
trachea, some of the healing problems 
associated with dead space might be 
avoided and passage of the skin tube be- 
neath the aortic arch in a vertical direc- 
tion would also avoid the manipulations 
of trachea and skin tube necessary to 
bring them anteriorly around the aortic 
arch or ascending aorta. We have not 
had an opportunity to apply this tech- 
nique, but on the basis of a limited expe- 
rience with other tracheal resections it 
appears to offer some advantage over 
the sternal tracheostomy described above. 
Other advantages might be realized in a 
more stable repair of the sternum and 
easier accessibility of the carina and 
major bronchi. 


Inasmuch as malignant tumors of the 
trachea are rare, the need for a radical 
operation such as this will not be great. 
However, for an occasional patient the 
techniques described above appear to 
fulfill the requirements of adequate local 
excision of the primary tumor and of 
the major lymphatic drainage of the 
trachea.. The latter is not of primary 
importance with cylindromas, but 1t may 
be in dealing with epidermoid carci- 
nomas. Reconstruction of the airway by 
the proposed methods is indeed complex, 
but it is probably safer than the inser- 
tion of rigid tubes, since the airway is 
directly accessible both immediately post- 
operatively and subsequently when the 
patient assumes care of the tracheostomy. 


SUMMARY 


A technique for extensive tracheal re- 
section for carcinoma with establishment 
of sternal tracheostomy is described. 
This is accomplished by construction of 
a skin tube from the anterior chest wall 
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which is passed through the anterior 
mediastinum to be anastomosed to the 
remaining trachea. On the basis of expe- 
rience with four cases in which these 
techniques were applied, a modification 
for limited resection of the trachea in 
conjunction with laryngectomy is sug- 
gested. 


REFERENCES 


1. Barclay, R. S.; McSwan, N., and Welsh, 


T. M.: Tracheal reconstruction without 
the use of grafts, Thorax, 12:177-180, 
1957. 

2. Belsey, R.: Stainless steel wire suture 


Thorax, 


technique thoracic 


1:39-47 (March) 1946. 


3. Bucher, Robert M.; Burnett, W. Emory, 
and Rosemond, George P.: Experimental 
reconstruction of tracheal and_ bronchial 
defects with stainless steel wire mesh, J. 


Thoracic Surg., 21:572-583, 1951. 


surgery, 


4. Clagett, O. Theron; Moersch, Herman J., 
and Grindlay, John H.: Intrathoracic 
tracheal tumors: development of surgical 
technics for their removal, Ann. Surg., 
136 :520-532 (Sept.) 1952. 


5. Cotton, Bert H., and Penido, Joao R. F.: 
Resection of the trachea for carcinoma. 


Report of two cases, J. Thoracic Surg. 
24 :231-245, 1952. 


6. Craig, Robert L.; Holmes, George W., 
and Shabart, Elmer J.: Tracheal resec- 
tion and replacement with a prosthesis, J. 
Thoracic Sure., 25:384-396, 1953. 


7. Gebauer, Paul W.: Further experiences 
with dermal grafts for healed tuberculous 
stenosis of the bronchi and trachea, J. 
Thoracic Sure., 20:628-651, 1950. 

8. Jarvis, F. J.: 


Discussion of Gebauer?. 


9 Waddell, William R.. and Cannon. Brad- 
ford: A technic for subtotal excision of 


the trachea and establishment of a sternal 
tracheostomy, Ann. Surg., 149:1-8 (Jan.) 


1959. 
DISCUSSION 


JeroMe B. Heap, M.D., Chicago: I would 
like to congratulate Dr. Waddell for devising 


an ingenious and practical solution to a very 
dificult problem. Fortunately, as Dr. Wad- 
dell has mentioned, subtotal tracheal resection 
is a procedure which is needed only rarely, for 
carcinoma of the trachea is an uncommon 
problem. There is a tendency, therefore, to 
neglect it. Emergency operations are devised 
and then forgotten. However, it is essential 
that work is continued. 


Dr. Waddell’s technique is an advance over 
the method using plastic tubes that were put 
in to take the place of the trachea, and one 
can hope that through further research, we 
shall find a method whereby the trachea can 
be reconstructed satisfactorily so that the pa- 
tient can breathe through his normal passages. 


Formerly, in performing an esophagectomy 
we ran the esophagus out to the neck and did 
a gastrostomy; if the patient’s recovery was 
good, we then attempted reconstruction of 
the tube from the esophagotomy to the gas- 
trostomy. 


Dr. Waddell has mentioned the rareness of 
primary carcinoma of the trachea. | have seen 
one relatively recent case. Stokes, in his Dts- 
eases of the Chest, wrote that carcinoma of 
the trachea was characterized by moss-agate 
sputum. When I read Stokes many years ago, 
I wondered where he had seen enough cases 
to be able to recognize this as a characteristic. 
In the case I saw recently, I noted particu- 
larly that the patient did not have moss- 
agate sputum. But that is purely incidental. 


In this case the primary carcinoma was di- 
rectly below the larynx. We reemed it out 
to give the patient a good airway and sent 
him home to recuperate and recover for 
further surgery. However, when he came back 
he had developed a carcinomatosis and died 
of it before we could operate. 


Another case which is in the same cate- 
gory was a cylindroma of the thyroid, a con- 
dition for which the patient had previously 
had a number of operations. The cylindroma 
had grown into the thyroid cartilage and the 
upper two rings of the trachea. The general 
surgeon performed a_ thyroidectomy; he 
shaved the thyroid close to the trachea and 
thyroid cartilage. We could see the cylindroma 
where it had invaded the trachea. It had ex- 
tended over one half of the circumference of 
the trachea and up onto the thyroid cartilage. 
We excised it and replaced it with a skin 
graft. 
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The skin graft in this area, as Dr. Waddell 
has pointed out, needs reinforcement; if it 
is allowed to remain flexible it will flop closed 
as the patient breathes and, therefore, is not 
practical. 


A satisfactory technique has been devised 
for patching the trachea and bronchi by use 
of a skin graft. A thin piece of skin is taken 
from the back, scraped free of all fat and 
most of the upper epithelium. Stainless steel 
wires are then threaded through the back of 
the graft to take the place of the tracheal 
cartilages and to stiffen it. These wires are 
brought out so that they do not touch the 
edges where the sutures will be; they are 
threaded through, and dipped in and out. The 
skin graft, scraped and wired, is then fitted 
into position and sutured in place. Grafts of 
this kind, 1, 2, or 2.5 centimeters in diameter, 
are satisfactory. 


The removal of the cylindroma did not 
complete the patient’s treatment, however, as 
there was a recurrence higher up and we 
planned eventually to do a complete laryngec- 
tomy—the type of operation shown by Dr. 


Waddell in his slides 


Through our experience with drainage of 
empyemas in the tubular cavities we have be- 
come very familiar with skin-flap procedure. 
Thoracic surgeons run into many situations 
where the poor condition of the patient pre- 
vents approach to the problem in any other 
way. Necessarily then, a means of permanent 
drainage is all we can provide. There are oc- 
casionally cases of tuberculous cavities in 
which resection and collapse are impractical 
due to the patient’s low vital capacity; again 
the most suitable solution is a drainage tube. 
In such cases, we use a skin flap of the kind 
described, raise it and sew it back in place. 
Two weeks later we lift the flap up again, 
make our opening into the cavity and stitch 
the flap down into the cavity. We do not 
need to make a tube; the epithelium on one 
side of the wound keeps the drain open so 
that a tube does not have to be worn. Eventu- 
ally the whole circumference of the opening 
epithelizes. 


I would like to ask Dr. Waddell if he has 
thought of the feasibility of weaving wire 
into the skin so that the tubes will stay open. 
Putting a foreign body in that position, of 
course, increases chances of infection. How- 
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ever, it seems possible to me that in doing 
so he might eliminate the necessity of wear- 
ing a tube. 


There are other conditions, more purely in 
the field of thoracic. surgery, which necessi- 
tate reconstruction of the trachea and bronchi. 
For example, when the stenosis is caused by 
a benign tumor, the area can be excised and 
a graft can be used to reconstruct the 
bronchus. We have had one case of a benign 
tumor that occurred at the lower end of the 
trachea and involved the upper part of the 
right main bronchus and the upper lobe ori- 
fice. In this case, we dissected the intermediate 
bronchus below the upper lobe orifice, re- 
moved the upper lobe, and then took out what 
trachea was necessary. We made a partial 
closure and advanced a bronchus from the in- 
termediate area to the trachea. We sutured 
it into place with satisfactory results. 


In operations on the trachea, especially 
when there has been operative tension on the 
suture line, I feel that it is important to keep 
the patient prone, preferably in the Trendelen- 
burg position, after the operation, enabling the 
graft to bring the parts together and prevent- 
ing them from pulling apart. 


I would like to congratulate Dr. Waddell 
again on his practical solution to a difficult 
problem in treatment of carcinoma of the 
trachea. This knowledge will be of use to all 
ot us in cases in which subtotal tracheal re- 
section must be done and will bolster our 
confidence. 


Dr. Wappett: I would like to thank Dr. 
Hiead for his kind remarks. We have con- 
sidered the use of some material—probably 
stainless steel wire—to stiffen these tubes; 
but we have not tried it as yet. 


I have been quite impressed with how well 
the patients tolerate these endotracheal tubes 
and what a small problem it is to them. It 
seems about the same as having an ordinary 
tracheotomy tube. They have not objected. 
Another consideration is that of the four cases 
in which we have had experience, two had 
previous laryngectomies and in two the pri- 
mary tumor of the trachea was near enough 
to the larynx so that it had to be sacrificed. 
Nevertheless, I certainly think that the pos- 
sibility of reconstructing the trachea and re- 
anastomosis to the stump of the trachea be- 
low and the larynx superiorly is a challenge 
that we hope someday to meet. 
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A DELAYED SIDETONE TEST TO DETECT UNILATERAL 
NONORGANIC DEAFNESS: ITS CLINICAL APPLICATION 


Epwarp W. GiBBons, PH.D. 
BY INVITATION 


Harotp M. Boyp, M.D. 


LOS ANGELES, 


THE purpose of this paper is to de- 
scribe the clinical application of a de- 
layed sidetone test for detecting non- 
organic unilateral deafness. This test 
was originally reported in the Archives 
of Otolaryngology July 1957.’ 
That report was based on research con- 
ducted on 70 organic cases and deter- 
mined the performance of this type of 
hearing loss under delayed sidetone. 
The present paper deals with our sub- 
sequent experience with the test in rou- 
tine clinical application, with its use in 
the disclosure of feigned unilateral 
deafness, as well as in the diagnosis of 
true organic unilateral deafness. It is 
important to note early that the use of 
this test does not supersede the applica- 
tion of traditional tests having the same 
goals nor does it lessen the need for a 
variety of testing procedures in this type 
of 


Lee.!! in 1950 in describing delayed 
sidetone, stated that its “effect on speech 
is involuntary and induced with little 
or no regard to previous conditioning 
or the subject’s will to oppose the in- 
fluence of the feedback.” Subsequent i 
search described the distortion effects in 
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the speaking process caused by various 
time delays and presentation levels of 
delayed sidetone.*®'© Among the effects 
which have been studied are alterations 
in fundamental voice pitch, disturbances 
in vocal quality, changes in vocal in- 
tensity, articulatory dysfunctions and 
cumulative time Delayed 
sidetone has also been used in studying 
psychological stress!*!5 and_ possible 
clinical application has been reported in 
the field of stuttering.!? 


The use of this technique to detect 
nonorganic deafness has been noted by 
Azzi,! who suggested a unilateral appli- 


cation and by Hanley and Tiffany,'® 
who stated that “by employing a com- 
bination of rate measurements and ob- 
servations of other effects of speech 
breakdown, reliable and usable clinical 
information could be obtained as an aid 
in the evaluation of suspected cases of 
malingering or psychogenic deafness.” 
Dr. Glorig? in 1954 stated: “It is too 
early to give any positive results ob- 
tained in our studies of the delayed 
speech test, but | am certain that we are 
on the right track in our search for a 
malingering test.” 


Delayed sidetone as it is used clinical- 
ly is achieved by having the subject read 
selected material into a microphone, re- 
cording this speech on tape by means of 
a recording head on a tape recorder, 
storing it for a critical amount of time 
and returning the speech to the subject 
through the playback head into an ampli- 
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her and through an attenuator at con- 
trolled levels. This delay, which is ap- 
proximately one fifth of a second, 1s 
achieved by means of the placement of 
the recording and playback heads. The 
delay interferes with the subject’s own 
monitoring mechanism and breaks up 
the normal flow of speech to produce 
disjointed speaking similar to stuttering. 
In addition, the delayed sidetone pro- 
longs the oral reading. In agreement 
with previous research, we have found 
the timing of oral reading passages to 
be the most useful clinical measurement 
of the delayed sidetone effect at the 
present time. 


ADMINISTRATION OF THE TEST 


ach subject is screened to determine 
the existence of any visual or language 
problems or neuropsychiatric disability. 
The subject is then taken into the test 
room of a double-room sound suite, and 
a chest microphone is placed approxi- 
mately six inches in front of him. Prior 
to the delayed sidetone test the subject 
is asked to read aloud a standard read- 
ing passage which determines his ability 
to read at the fifth grade level; this read- 
ing test is typed on a five-by-eight card 
and encased in plastic. He also reads 
aloud typed instructions on the reverse 
side explaining that he should read the 
passage from beginning to end without 
hesitating, stopping or attempting to 
change his normal speech. He is told not 
to touch the microphone, to speak as 
clearly and as normally as possible, and 
to wait until he receives the signal to be- 
gin reading. The clinician then adjusts the 
controls on a two-channel audiometer. 
The reference is the hearing level in the 
subject’s better ear. Delayed sidetone is 
set on one channel at 60 decibels above 
the speech reception threshold (SRT) 
of the better ear; i.e., SRT = 0 db., de- 
layed sidetone = 60 db.; SRT=7 db., 
delayed sidetone=67 db. A complex 
masking noise is set at an &0-decibel 
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sensation level on the second channel, 
again with reference to the admittedly 
better ear. 


In the current application of the test, 
certain modifications have been put into 
effect. Contrary to our original proce- 
dure, the delayed sidetone is now de- 
livered to the allegedly poorer ear first, 
with the 80 db. of masking noise going 
to the better ear. The subject then reads 
400 syllables of equated prose at the 
fifth grade level of reading difficulty.° 
This is continuous, unemotional prose 
material. The subject is given the signal 
to begin, with the delayed sidetone going 
to the so-called poorer ear, and during 
this condition the clinician times the 400- 
syllable passage with a stop-watch and, 
upon its completion, marks the time. The 
condition is then reversed so that the 
delayed sidetone is given to the better 
ear with masking to the poorer ear, and 
another similar 400-syllable passage is 
delivered to the subject and timed as 
before. 


EXAMPLES OF THE APPLICATION 
OF THE TEST 


Attempts to explain the dramatic ef- 
fect of this delayed sidetone test are 
inadequate when compared with hearing 
the breakdown in the speaking process 
of the individual being tested. However, 
the most important criterion is the tim- 
ing of the passages in each test condi- 
tion. 


This unilateral test is used effectively 
with the true organic hearing loss. One 
such individual presented the classic pic- 
ture of unilateral deafness, with the bet- 
ter ear falling within the normal range 
with a pure tone average through the 
speech range of 8 db. and an SRT of 
10 db. His poorer ear showed no re- 
sponse at the maximum limits of the 
audiometer. Upon application of the unt- 
lateral test to his poorer ear first, the 
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effect upon speaking and oral reading 
rate was minimal because he was unable 
to hear his voice in delayed sidetone. 
[t took this subject 120.6 seconds to read 
the first 400-syllable passage. When the 
situation was reversed and the delayed 
sidetone was delivered to the normally 
hearing ear, definite changes occurred 
in speech production when compared 
with the previous passage. In addition, 
there was a prolongation of the oral 
reading. It took 290.1 seconds to read 
approximately one half of the 400- 
syllable passage. His involvement was so 
severe that it was not necessary to con- 
tinue the test condition. However, when 
the delayed sidetone was discontinued, 
the subject quickly returned to reason- 
ably normal oral reading. 


This delayed sidetone test also 1s use- 
ful in detecting nonorganic unilateral 
deafness. One such patient tested in the 
Clinic originally claimed a severe hear- 
ing loss in the poorer ear, with normal 
hearing in the opposite ear. In the audi- 
ometric workup, the special tests for 
nonorganic involvement were inconclu- 
sive. The delayed sidetone test was giv- 
en in this case, as it is in all such cases 
showing hearing which is_ normal 
through the speech range in one ear and 
a 30-decibel difference in hearing level 
between ears. Delayed sidetone was pre- 
sented to the allegedly poorer ear first, 
and there were marked speech distor- 
tions. It took 148.8 seconds to read this 
passage. When the condition was _ re- 
versed and delayed sidetone was present- 
ed to the better ear, striking similarity 
in speaking was noted between the two 
conditions. We do not depend, however, 
solely on the impressions of the clinician, 
but again measure the reading time, 
which in this case was 150.6 seconds. 
Thus, there was a difference of 1.8 sec- 
onds between conditions, indicating 
hearing acuity similar to the good ear, 
which was borne out later in volitional 
responses given by this subject. 
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Following the completed unilateral 
delayed sidetone test, which takes but 
a few minutes, pure tone audiometry is 
immediately repeated, and if previous in- 
consistencies are no longer apparent, 
which is often the case, the results are 
used for medicolegal rating purposes. 
However, if inconsistencies remain, the 
clinician confronts the subject with the 
fact that the delayed sidetone test has 
demonstrated, contrary to his claim, that 
there is strong indication that the hear- 
ing level in the allegedly deafened ear 
is better than shown previously. 


This discussion should not be an emo- 
tional accusation. It is simply explained 
to the subject that there are several pos- 
sibilities that can account for the exist- 
ing discrepancies, such as equipment 
failure or error on the part of the clini- 
cian. It is explained that the equipment is 
calibrated routinely, that the work of 
the clinician has been rechecked and that 
only one conclusion can be drawn, name- 
ly, that the subject is exerting some vol- 
untary influence on the testing and 
should give an explanation. Rarely does 
the claimant admit exaggeration of deaf- 
ness. However, the delayed sidetone test 
has been of signal value in this respect 
because it produces bizarre and unset- 
tling reactions within the subject, which 
are both physiological and psychological 
in nature. These reactions reduce his 
ability to maintain an accurate simula- 
tion of the assumed deafness in the al- 
legedly poorer ear. When this occurs, it 
is possible for the clinician to “break 
through” the subject’s resistance to the 
testing procedures so that a markedly 
better threshold can be obtained in the 
ear in which deafness was feigned. In 
the case of the bona fide organic uni- 
lateral hearing loss, no such change in 
threshold occurs. Follow-up audiometry 
is always indicated immediately after 
such discussion. 
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The unilateral test has been used suc- 
cessfully with another type of case in 
which no response is obtained for either 
ear at the limits of audiometric testing. 
One such individual gave no response 
initially, followed by gross fluctuation. 
In this intermediate stage of work-up, 
the subject gave pure tone responses aver- 
aging 62 db. in the speech range, with 
an SRT of 28 db., a positive Doerfler- 
Stewart test, and a Stenger test which 
was inconclusive. The unilateral de- 
layed sidetone test was given and the 
first condition resulted in a timing of 
128.0 seconds with no delayed sidetone 
involvement. The second condition, how- 
ever, produced marked prolongation of 
oral reading as well as speech involve- 
ment and resulted in a timing of the pas- 
sage of 192.3 seconds. Following the 
test, we were able to secure voluntary 
audiometric results showing hearing 
within the normal range for one ear and 
a 68 db. loss in the poorer ear. Despite 
the initial lack of cooperation, we were 
able to demonstrate through the use of 
the unilateral test that the subject had 
neither a bilaterally severe hearing def- 
icit nor bilaterally normal hearing, but 
that a unilateral condition existed. 


INTERPRETATION OF THE 
TEST RESULTS 


Interpretation is a simple matter and 
rests on the critica! comparison of read- 
ing times for the passages. The reading 
times for the passages are recorded as 
well as the particulars of the test, such 
as the ear to be tested first, the delayed 
sidetone playback level, the masking lev- 
el in decibels above the normal speech 
reception threshold, and the plavback 
time delay. 


In the case of true organic deafness, 
there is generally a large difference in 
reading times for the passages, as well 
as clear-cut differences in the oral read- 
ing. In the case of nonorganic deafness, 
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the times as measured for the two test 
passages fall within 10 seconds of each 
other, and the reading process is in- 
volved to approximately the same degree 
for each passage. In addition, we occa- 
sionally find results in which the reading 
time for the second condition, when de- 
layed sidetone is presented to the better 
ear, 1s shorter than that when delayed 
sidetone is presented to the allegedly 
poorer ear, indicating that the better 
ear may be worse than the claimed poor- 
er ear. As a final word of caution, this 
testing procedure should not be em- 
ployed at present to quantify the extent 
of the auditory deficit in the so-called 
poorer ear because there appears to be 
no linear relationship between time 
measurements and the difference in or- 
ganic thresholds among subjects. 


NEED FOR THE TEST 


“The program of service-connected 
disability compensation administered by 
the Veterans Administration is by far 
the largest disability benefits system in 
the United States.”'!” One aspect of this 
program is the evaluation of hearing dis- 
ability which is conducted in Veterans 
Administration and contract audiology 
clinics. In the Los Angeles Regional Of- 
fice Audiology Clinic, approximately 
1500 audiometric compensation exam- 
inations are conducted yearly. A signi- 
ficant degree of exaggeration of actual 
hearing loss and feigning of deafness 
where normal hearing exists is in evi- 
dence in these examinations. One type 
of pseudo deafness encountered in the 
Audiology Clinic is the false unilateral 
hearing loss. This type of loss is as- 
sumed because of the inherent advan- 
tages to the claimant, who thereby re- 
tains one normally hearing ear which 
does not seriously hamper his communi- 
cation, and who does not find it neces- 
sary to feign the usual symptoms of 
deafness, such as straining to hear, cup- 
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TABLE I 


SUMMARY OF Test DATA FOR PRESENT ORGANIC AND NONORGANIC GROUPS, 
AND FOR ORGANIC GROUP PREVIOUSLY STUDIED 


PRESENT ORGANIC 
GROUP 
N69 


TEST DATA 


PREVIOUSLY STUDIED | PRESENT NONORGANIC 
ORGANIC GROUP GROUP 
N=70 N=25 


Mean 
Mean 


Initial SRT 73.1 db. 


Final SRT 69.3 db. 


Mean SRT —3.8 db. 


Difference 


Mean Time Difference 37.1 sec. 


db. 


69.7 db. 5.9 db. 


db. 


ping the hand behind the ear, and exag- 
geratedly trying to read lips. In add1- 
tion, the unsophisticated claimant, un- 
aware of the medicolegal rating process, 
believes erroneously that unilateral deaf- 
ness is rateable at a 50 per cent level of 
disability. The true organic unilateral 
loss is rated primarily on the basis of 
the acuity of the better ear, which, being 
normal, results in a minimal monetary 
award, 


Because of such problems and the dif- 
ficulties which exist in securing the full 
cooperation of claimants seeking dis- 
ability ratings and because of the in- 
equities that occur in determining com- 
pensation awards, we in the Veterans 
Administration are constantly seeking to 
improve existing techniques of testing 
and to devise newer and more objective 
methods of securing hearing threshold 
values. 


RESEARCHT PROGRAM 


We have conducted a program of re- 
search in the Los Angeles Veterans Ad- 
ministration Audiology Clinic with the 
aim of developing specific audiometric 
techniques using delayed sidetone. This 
research has produced results demon- 
strating that the application of unilateral 
delayed sidetone with contralateral 


masking is equivalent to bilateral presen- 
tation of delayed sidetone!*; that the 
application of unilateral or bilateral 
masking noise, although it produces the 


expected Lombard 


effect, does not 


reading rate has a high degree of sta- 
bility during the reading performance 
of a single subject, although it differs 


change normal reading rate!?; that oral 


significantly from subject to subject; 
and that adaptation to delayed sidetone 
may occur during one condition of pre- 
sentation after the reading of 400 syl- 
lables.°° 


Since the beginning of the clinic re- 
search program, approximately 500 vet- 
erans have been tested who initially 
showed various degrees of unilateral 
deafness. Out of this group, 94 cases 
demonstrating audiometric problems, 
such as variable thresholds in the al- 
legedly poorer ear. or positive or incon- 
clusive Stenger and Lombard test re- 
sults, were selected for study. The uni- 
lateral delayed sidetone test was given, 
and on the basis of the final test results 
the group was separated into two cate- 
gories: those cases showing variation of 
10 db. or less in threshold values between 
ears throughout all tests ; and those cases 
which showed a significant reduction in 
threshold difference between ears as a 
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result of the audiometric workup. (See 
table I.) 


In addition, the test results obtained 
from the organic group in the original 
experiment were used for comparison 
purposes. The two organic groups show 
close similarity in results. Seventy or- 
ganically deafened subjects were used 
in the original study, and 69 in the pres- 
ent one. Their mean final speech recep- 
tion thresholds were 69.7 decibels and 
69.3. decibels respectively, while their 
mean delayed sidetone test time differ- 
ences were 36.4 seconds and 37.1 sec- 
onds_ respectively. The present non- 
organic group contained 25 subjects. 
This group showed a 43.4 decibel differ- 
ence between initial and final mean 
speech reception thresholds, with a mean 
final difference between ears of 15.9 dec- 
ibels. The mean time difference for this 
group on the delayed sidetone test was 
5.8 seconds. (See table I.) Thus, it ap- 
peared that the delayed sidetone test pro- 
duces the results previously claimed 
for it. 


DISCUSSION 


Secause of the difficulty in assessing 
the intent and cooperation of the subject 
in medicolegal hearing evaluations, the 
possibility of exaggeration of disability, 
either volitional or nonvolitional, must 
be considered during examination. If 
such exaggeration exists, the flick of a 
finger or a signal button is a limited re- 
sponse which puts little demand on the 
subject. More objective methods of ob- 
taining responses indicating hearing 
acuity are needed. Delayed sidetone, we 
feel, is one such method. Therefore, we 
have sought methods whereby delayed 
sidetone may be used as the basis of new 
audiometric procedures. To this end a 
program of research has been carried 
out for the past three years which has 
resulted in a clinical test for the detec- 
tion of unilateral deafness. 
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The present report is a discussion of 
the clinical use of this test, a description 
of modifications which were introduced, 
and an analysis of the results of its ap- 
plication to a group of veterans present- 
ing audiometric problems. There is evi- 
dence to suggest that the original tech- 
niques for evaluating the test results are 
sound ; that this test effectively detects 
the presence of one-sided nonorganic 
deafness and aids in determining the 
existence of bona fide organic deafness. 


A secondary advantage of the test is 
that the tape recording of the subject’s 
speaking performance can be retained 
for future reaffirmation of the test re- 
sults. The tape recording can also serve 
as an easily demonstrable and clearly 
understandable piece of evidence in 
workmen’s compensation or civil court 
proceedings. For these reasons we be- 
lieve that our delayed sidetone test is of 
substantial value in the oto-audiological 
examination process required in the 
medicolegal management of hearing dis- 
ability. 
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DISCUSSION 


RAYMOND CARHART, Ph.D., Evanston, Illi- 
nois: It is a real pleasure to have a chance 
to discuss such a fine paper. The paper is wel- 
come for two reasons. 


First, it illustrates the growth in the tech- 
niques of auditory testing which has taken 
place during the past decade. An array of 
audiologic procedures has been developed 
which can assist the otolaryngologist in ar- 
riving at differential diagnosis. Not only are 
there procedures like the delayed sidetone and 
psychogalvanic audiometry which help identi- 
fy the person who has peripheral adequacy 
in the hearing mechanism, but there are also 
tests such as automatic audiometry which 
help differentiate cochlear from retrocochlear 
lesions. 


The most recent development is the utili- 
zation of auditory tests in the differentiation 
of certain neurologic lesions. For example, 
Boccas’ techniques for electronically distort- 
ing speech help to evaluate lesions of the 
temporal lobe. The years ahead should bring 
both further innovations in testing procedure 
and increased insight into the uses to which 
the added audiologic information may be put 
by the diagnostician. 


The second reason for welcoming Dr. Gib- 
bons’ report is that it illustrates that the de- 
layed sidetone test is easy to administer and 
is effective when the patient has a non-or- 
ganic loss. Thus, it encourages the clinician 
to consider adding delayed sidetone to his 
armamentarium of office procedures. 


The delayed sidetone test can be set up in 
private practice without great difficulty or 
expense. A simple tape recorder, provided it 
allows speech to be reproduced with about a 
fifth of a second lag, can be made an acces- 
sory to a good clinical audiometer. 


When he incorporates this technique, how- 
ever, the clinician must keep three cautions 
in mind. For one thing, the consistency with 
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which the test disrupts the speech pattern 
with nonorganic loss is still not fully estab- 
lished. Dr. Gibbons just reported to us, for 
example, that only 25 out of 94 individuals 
with inconclusive or positive results on 
Stenger and Lombard tests were induced to 
give sharply improved responses after de- 
layed sidetone. These cases can be accepted 
as having initially shown nonorganic com- 
ponents of loss. One wonders how many of 
the remaining 69 persons, who also showed 
questionable behavior on the Stenger and 
Lombard tests, had substantial nonorganic 
involvements. One of our needs at the pres- 
ent time is for a definitive confirmation of the 
efficacy of the delayed sidetone technique. 


In the second place, we must all recognize 
that some types of organic loss are highly 
susceptible to disruption by delayed sidetone 
when the speech is almost at the patient’s 
threshold. The patient with recruitment would 
be expected to hear his speech loudly when 
it is close to his threshold, and hence to be 
disturbed by it. Surprisingly, as Harford 
showed in a study recently completed in our 
laboratory, patients with otosclerosis are 
equally affected. The clinician must conse- 
quently be cautious in evaluating results of 
the delayed sidetone test, accepting these re- 
sults as indicating nonorganic loss only when 
other findings are confirmatory. 


must remember that 
nonorganic hearing loss is 


Third, the clinician 
the incidence of 


quite different among veterans than it is 
among nonveterans. The delayed  sidetone 
technique is especially reliable where this 


incidence is high, although its utilization else- 
where is no less effective in individual cases. 


In further comment, it 1s important not 
only to reiterate appreciation for the ex- 
cellent paper by Dr. Gibbons, it is important 
also to express the hope that he and his col- 
leagues will continue to report their research 
experience with the delayed sidetone test. 
They are in the fortunate position of having 
at their disposal a population wherein non- 
organic hearing loss is sufficiently common 
that extensive assessment of the clinical value 
of the delayed sidetone test 1s practical. 


In closing, there is one point on which I 
was not completely clear. It would be most 
interesting to hear Dr. Gibbons’ comments on 
the conditions in which the monaural delayed 
sidetone test should be used as opposed to 
those conditions in which the binaural test 1s 
indicated. | am not sure whether there are 
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times when he feels the monaural technique 
is a substitute for the binaural test or not. 


Scorr N. Recer, Ph.D., lowa City, Lowa: 
The detection of malingering is an intriguing 
and challenging subject, since in many such 
tests the acumen of the examiner is pitted 
against the wit of the suspect. Unfortunately, 
not all malingerers are half-wits—sometimes 
to the embarrassment of the examiner. The 
excellent test just described places the burden 
of proof on the subject. The cunning of the 
malingerer is matched against the cold imper- 


sonal and inexorable logic of the machine 
instead of the astuteness of the otolaryn- 
gologist. 


The value of the described test cannot be 
questioned, It is merely unfortunate that the 
required equipment, for obvious reasons, is 
rarely found in the armamentarium of Dr. 
John Otolaryngologist. 


Your discussant wishes to supplement the 
excellent presentation by Dr. Gibbons and 
Dr. Boyd with a description of a modernized 
version of the Stenger test for the detection 
of unilateral nonorganic deafness which is 
both quantitative and foolproof. This pro- 
cedure has been described to my captive audi- 
ences in Academy courses on audiometry for 
the past several years. 


The instrumentation consists essentially of 
a dual channel audiometer, which enables sep- 
arate control of the hearing of a given fre- 
quency in either ear. The following proce- 
dure will be found effective: 


While the tone is interrupted, set the gain 
control of the receiver over the alleged de- 
fective ear at a hearing level of 50 decibels 
and 20 decibels above the threshold of the 
nonaffected ear. Then turn on the tone. 


It the hearing sensitivity be approximately 
normal or equal in each ear, the suspect will 
not respond, since he will hear the tone only 
in the alleged defective ear—which he dare 
not admit. The suspect will not become aware 
of a tone in the nonaffected ear until the 
loudness levels in the two ears differs not 
more than 5 decibels. 


Next assume a suspect with an actual 30- 
decibel loss in the affected ear. The 50-dec- 
ibel hearing level presented to this ear will 
be 20 decibels above the suspect’s threshold. 
The tone in the nonaffected ear will now be 
perceived at the 15-decibel or 20-decibel hear- 
ing level in this ear, indicating an approxi- 
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mate 30-decibel loss in the allegedly affected 
ear. 


One precaution must be observed carefully 
during the test procedure. The tone must be 
interrupted whenever the intensity level is 
varied in either ear. This test can be admin- 
istered to a patient with unilateral organic 
deafness without the patient’s knowledge. 


Dr. Gippons: In answer to Dr. Carhart’s 
question, | would like to clarify that this par- 
ticular unilateral delayed sidetone test, as we 
now apply it, is only given in cases in which 
the hearing in one ear is normal. We hope 
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eventually to be able to refine the process so 
that we will be able to do the same kind of 
testing in those cases in which the better ear 
is still defective. But as it stands right now, 
it applies only to one normal ear. 


1 think it should be pointed out that a com- 
bination of techniques is coming into play 
right now. In the Journal ot Speech and 
Hearing Kesearch—the current issue—there 
is an excellent piece of research described, 
wherein delayed sidetone was combined with 
the galvanic skin response; and we hope that 
through some such combination of procedures 


we may be able to refine it even further. 
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Symposium: Are We Good Teachers? 


INTRODUCTION 


FRANCIS L. LEDERER, M.D. 


CHICAGO, ILLINOIS 


WeE bring before you the practical 
considerations of good pedagogy in an 
effort to provide leadership and to intro- 
duce modern developments in education. 
These considerations are not new but 
represent the progressive thinking for 
which the American Academy of Oph- 
thalmology and Otolaryngology has long 
been recognized. It is entirely possible 
that on this Columbus Day we may see 
the need to explore beyond the frontiers 
of the communication of knowledge 
known as teaching, and to determine 
whether we are or are not efficient or 
effective teachers. 


In this challenging post-Sputnik era, 
we have come under close scrutiny as 
part of the new national trend termed 
“an agonizing reappraisal of education.”’ 
Reappraisal in medical teaching is over- 
due. Advances in the field will depend 
solely on how rigidly we are entrenched 
in outworn traditions. Today, we are 
shocked when we realize that in the art 
of medicine, knowledge has advanced 
considerably in the last forty years and 
students have multiplied beyond the 
scope of existing teaching facilities and 
resources. We are all in agreement, I’m 
sure, that something must be accom- 
plished to bring the equation into better 
balance. That something, of necessity, 
must produce an environment in which 
more knowledge can be more quickly 
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disseminated with results of higher qual- 
ity. 

How are we to do all this? l*-irst comes 
the absolute need for a better under- 
standing of the problem. We who are 
subject matter experts (we might as well 
admit it) do not thereby automatically 
become topnotch pedagogs, for few of 
us have the experience gained by for- 
mal training. Our task, therefore, is to 
learn to become “communications engi- 
neers’ as well as subject matter person- 
nel. This is very fitting and rational for 
us in the fields of ophthalmology and 
otolaryngology, for we are, after all, the 
very guardians of the major avenues of 
sensory communication. . 

To fill the need for a better under- 
standing, we are presenting today a 
highly condensed preview version of 
what is available to us in very substan- 
tial measure if we are earnest enough to 
seek it out. This encapsulated represen- 
tation is designed not so much to palliate 
the hunger we hope you all experience, 
but rather to highlight the path you may 
desire to pursue in the future. 

Knowledge is a seed which must be 
planted; therefore, like the farmer, we 
must know the soil and what it con- 
tributes to the process of germination. 
The human mind is as variegated in its 
responses as are the broad acres of the 
world. Like them, however, we have evi- 
dence of some universal characteristics ; 
these permit us to set down a few basic 
criteria for the germinating process 
called learning. 
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To bring us up to date on the numer- 
ous factors involved in the learning 
process, it is now my privilege to intro- 
duce as our first speaker, a man who has 
spent a lifetime in the field of human de- 
velopment. He has served on the Gen- 
eral Education Board of the Rockefeller 
Foundation, and was a Vice President 
of the Josiah Macy Foundation, as well 
as a Director of the Caroline Zachary 
Institute of Human Development. He is 
now a consultant and lecturer in the field 
of his life’s work — Mr. Lawrence K. 
Frank. 


To give us an insight into the factors 
in effective pedagogy, we have sought 
out a man who has made a career of 
teaching teachers how to teach. Former- 
ly of Northwestern University’s School 
of Education, he is now Professor of 
Education and Coordinator of Behavior- 
al Science Courses at the University of 


Oregon. Our second speaker will be Dr. 
Kaymond N. Lowe. 


We cannot leave you without sensitiz- 
ing your awareness to the important 
matter of the tools available to perform 
your task in the least possible time. From 
the dawn of history, our farmer has 
fashioned tools to prepare the soil, plant, 
cultivate, and even to invigorate or fer- 
tilize. The need is no less in the class- 
room. In fact, it is more essential. For 
improved understanding of such effec- 
tive tools and their function as instru- 
ments of communication, I would like 
to introduce as our third speaker, an ex- 
pert in the field. Dr. Richard B. Lewis 
headed production planning for the 
Navy’s 25 million dollar program of 
training films in World War IIT, and he 
is presently Professor of Education and 
Head of the Division of Audio-Visual 
Services at San Jose State College, Cal- 
ifornia. 
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WHAT IS INVOLVED IN THE LEARNING PROCESS? 


LAWRENCE K. Frank, LL.D. 
BELMONT, MASSACHUSETTS 


BY INVITATION 


SINCE we are concerned with teaching 
and learning in medical education, we 
should start by recognizing the diverse 
and often conflicting objectives in medi- 
cal education, each of which involves 
different kinds of learning. 


For example, the first two years in 
medical present problems of 
learning that differ from the final clini- 
cal years, from the internship, and from 


school 


the residency and postgraduate pro- 
grams. But as Eugene Du Bois, then 
Dean at Cornell Medical School, said 


some years ago, “The problem of medi- 
cal education is to teach the medicine of 
today so that the student can learn the 
medicine of twenty years from now.” 
This may be amended today to read, “so 
that he can learn the medicine of ten 
vears or less from now.” 


The question, as | see it, is how can 
we help the student to Jearn to learn; 
that is, not just to learn what we try to 
teach today, to master a specific body of 
material and techniques, but to learn in 
such a fashion that he can continue 
learning and, may I emphasize, so that 
he can uniearn after he leaves medical 
school. He will have to unlearn—to re- 
vise and reject and replace what he has 
previously been taught—in order to keep 
up with the advances in science and 
medicine. These advances are and have 
been so rapid that he may find that 
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what he has learned may be outdated 
very soon after his graduation. 


All professional education is an effort 
to teach and to train students to think in 
the specialized ways which are essen- 
tial to each profession; to train them to 
perceive what is specifically significant 
and important in that profession; to 
train them to learn how to make judg- 
ments according to the criteria of cred- 
ibility which that profession has estab- 
lished as essential for its practice; and 
to learn the basic concepts and assump- 
tions which that profession relies upon 
to guide its practice and further learn- 
ing. 

Professional advance takes place, not 
only through the development of im- 
proved techniques, instruments and 
skills, but also through the continuous 
revision of the cognitive aspects of the 
profession; the continual revision and 
replacement of the concepts and assump- 
tions of the profession. Thus each gen- 
eration of professional students should 
be freed from the previous generation 
in order to carry forward its profession- 
al tasks, learning, of course, from its 
predecessors how to do that. This makes 
professional education a difficult and 
complicated process and imposes a pe- 
culiarly complicated responsibility on 
teachers in a professional ‘school. 


Let us look briefly at a few of the 
aims and objectives of medical educa- 
tion in which learning problems 
crucial.® 
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1. To teach an immense body of fac- 
tual information which is rapidly becom- 
ing overwhelming, but which the student 
is expected to memorize and to be able 
to verbalize in examinations and tests— 
often true-false, or so-called objective, 
examinations. This is largely the burden 
of preclinical years. The student is also 
expected to learn the theories and the 
generalizations derived from. scientific 
investigations which underly this fac- 
tual material. 

2. To foster understanding of the- 
oretical formulations and basic concepts, 
many of which are radically in conflict 
with what the student understood and 
believed before entering medical school. 
Unless we can free the medical student 
from the folklore, the preconceived ideas 
and the assumptions of the lay world, he 
will not be able to think as a physician 
or to learn what is essential to medical 
practice. 


3. To develop skills and techniques 


in laboratory work, dissection, examina- 
tion of patients, and so on, not forget- 
ting the skills and techniques of history 
taking. 

4+. To create a new awareness of 
what the student would otherwise ignore 
or overlook, with a capacity to evaluate 
and synthesize a large number of signs, 
indicators and symptoms, as well as the 
life history of a patient, into a clinical 
judgment, and to choose remedies and 
treatment appropriate for the patient. 


5. ‘To recondition the student so that 
he can cope with situations that for most 
others are too disturbing to be ap- 
proached with judgment. 


Now these objectives are only a few 
of the many, but I am offering them to 
you at this time because I want to dis- 
cuss with you briefly what kind of learn- 
ing, or kinds of learning, they involve, 
and to ask of you what we know about 


learning that may be relevant to these 
different objectives. 


First, let me emphasize that there is a 
great difference between teaching and 
learning. Teaching, we may say, 1s what 
a teacher does to and for a student; but 
learning is what each student must do by 
and for himself, and which may or may 
not be a response to that teaching. 


A student learns from every class- 
room experience ; but does he necessar- 
ily learn what the teacher expects him 
to learn?’ That is the important question. 
As | will discuss later, what he learns 
may be governed by his own individual 
orientation. 


Students of learning have been en- 
gaged in experimental work with regard 
to learning, largely with animals. They 
have been trying to teach their subjects 
to solve problems, to run mazes, to make 
discriminations, relying upon reward 
and punishment to induce or to coerce 
the subject to learn what the experi- 
menter wants him to learn. 


Current learning theories emphasize 
motivation; by that we mean the kind 
and the amount of lures, incentives, or 
rewards which are necessary to make the 
subject want to do what the experiment- 
er wants him to do. Then, too, there 
are various punishments, shocks, depri- 
vations, which are used to compel the 
subject to eliminate errors or to stim- 
ulate the subject to solve the problem by 
escaping from shocks. 


The emphasis today is on reinforce- 
ment theories which stress the recency 
of the experiments, the frequency of the 
trials, the rewards and the punishments 
which the animal experiences in learn- 
ing to solve the problem Set by the ex- 
perimenter. This “trial and error” learn- 
ing has very little to do with professional 
education, except perhaps when the stu- 
dent fumbles around the laboratory or 
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in dissections, and has to learn by trial 
and error how to manipulate materials. 


Then there is rote learning, the mem- 
orization of names, terminology, de- 
scriptions, and so on, often discrete, un- 
related items which the student must 
memorize in order to pass examinations. 
Such rote learning is usually temporary 
and is largely forgotten by the third and 
fourth year of training, if not earlier. 


Conditioned reflex learning often takes 
place when an event or sign is presented 
concomitantly with a biological stimu- 
lus and therefore becomes a surrogate 
for that biological stimulus. Some of 
this takes place in students as they learn 
to recognize indicators of events and 
signs that demand response. 


Recently, self-rewarding learning is 
beginning to be recognized as probably 
crucial in the human, although occurring 
in animals to some extent. Self-reward- 
ing learning occurs when an individual 
learns, not by external rewards or by 
punishments or the threat of failure, 
but when his individual personal capac- 
ities and interests find satisfaction in 
meeting a problem, coping with a diffi- 
culty, mastering a situation, and_ be- 
comes directive in what he learns and 
does. 


Here the motivation—if you care to 
use the word—is intrinsic, not pres- 
sures or threats from outside; and the 
student’s efforts at learning are an ex- 
pression primarily of his level of aspira- 
tion. Are we discouraging self-reward- 
ing learning by reliance upon the other 
kinds of learning, using methods and 
external motivations that make self- 
rewarding learning difficult, if not im- 
possible ? 


May I point out that in a number of 
professional schools the student enters 
with a high level of aspiration, but some- 
how or other, before the second year is 
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out, it is significantly lowered or entirely 
destroyed for some students who could 
do top level work but no longer have 
the aspiration to achieve.! 


Self-rewarding learning may be al- 
lied to what the psychoanalysts call ego 
functions, which, according to orthodox 
analysis, serve to defend the individual 
from his own instincts—his “id” im- 
pulses—and from the outside world. Re- 
cently ego functions have been redefined 
by some of the less orthodox analysts to 
recognize the capacity for learning, to 
solve problems, and to be creative. The 
analysts also emphasize something very 
important, namely, that all learning is 
colored by feelings and emotions to a 
greater or less extent. They point out 
how often a single experience, with no 
repetitions, may fixate a learned experi- 
ence for life and how often learning 
may be blocked by feelings of resent- 
ment or boredom or fostered by feelings 
of elation and euphoria. 


Now, for symbolic learning, which is 
the crux of human learning and especial- 
ly of professional education, we present- 
ly have little knowledge or understand- 
ing. There has been very little work done 
on symbolic learning and concept forma- 
tion. Nevertheless, symbolic learning is 
primarily what we are talking about, as 
| see it, because that involves learning 
of concepts. Concepts are not general- 
izations which we derive inductively 
from observations. Concepts precede 
observations ; they lead us to formulate 
problems, to select methods and _ tech- 
niques, to focus observations, and to 
interpret our findings and formulate our 
generalizations. Concepts are assump- 
tions or postulates by which we perceive 
events and look for significance and 
meaning. They are literally preconcep- 
tions and often operate in our thinking 
and learning without our awareness. 
Every generation has its preferred pre- 
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conceptions, ideas which it takes for 
granted, which a later generation may 
have to reject as invalid and replace if 
we are to advance. 


| would like to poimt out that con- 
cepts are not something mysterious. 
They function as templates or patterns 
for stabilizing the world, for handling 
experience, for ordering the great di- 
versity of experience, for giving some 
order to the flux of experience, so that 
we can recognize and assimilate it, and 
deal with it purposively. 


Concepts function as assumptions or 
as preconceptions for guidance in ap- 
proaching situations. The Gestalt psy- 
chologists have emphasized for years 
that we initially perceive situations as 
wholes and only later analyze them and 
find out how they are made up. That is 
very important for education and teach- 
ing, because to a very large extent we 
give individuals the detail facts, the 
analytic findings, and expect them to or- 
ganize such material into a whole, in- 
stead of starting with the pattern, the 
configuration as a whole and then pro- 
ceeding psychologically with an analysis 
of the details, after we have gained a 
conceptual grasp of the subject. It is as 
if we told the student to look through 
the microscope with the highest power 
magnifications without having previous- 
ly examined the specimen as a whole, 
first recognizing its shape, size, config- 
uration and its relation to and origin in 
the organism from which that specimen 
was taken. This focus on fine details is 
feasible and desirable for an experienced 
investigator but utterly confusing and 
baffling for a beginner who cannot start 
with analytic findings and details. Stu- 
dents need a larger perception, an or- 
ganizing concept, to understand analytic 
findings and to give them significance 
and relevance in their thinking. 

Generalizations, let me repeat, are de- 


rived inductively from observation of 
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what we call facts. But before we can 
make a generalization, we must have 
some concepts to guide our observations 
and to give meaning to the facts or find- 
ings of our analytic studies. Failure to 
recognize the difference between a gen- 
eralization, which is derived inductively 
from observation, and a concept, which 
comes before you make observations, 


seems to be one of the most prevalent 
errors in our thinking and our teaching. 
To quote Einstein, ““We now realize 
with special clarity how much in error 
are those theorists who believe that the- 
ory comes inductively from experience.” 


One of the greatest weaknesses in all 
of our teaching is our inability or failure 
to communicate concepts which students 
must have in order to handle the multi- 
plicity of facts and observations and 
techniques which they are expected to 
master. And, as I said, the major diff- 
culty is that medical and technical educa- 
tion does not adequately help students to 
develop the capacity for learning to 
learn, that is, to develop the concepts 
with which they can assimilate new in- 
formation, new knowledge, and new un- 
derstanding. In our professional schools 
we tend to present information, facts, 
and discrete findings and to teach manip- 
ulation of these facts and materials, as- 
suming that by some process of tntellec- 
tual osmosis, conceptual understanding 
will be transferred to students or spon- 
taneously developed by them. 


That is why we should emphasize the 
importance of “unlearning.” As long as 
a student retains a body of prescientific 
or anachronistic concepts, he will at- 
tempt to fit what he is taught into that 
conceptual framework, thereby distort- 
ing it, because that is the only way he 
can interpret and attempt to understand. 
This is in a manner, self-defeating learn- 
ing. Unless we can make him self-con- 
sciously aware of his preconceptions, he 
does not know how to reject them, be- 
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cause he takes them for granted and con- 
tinues to interpret everything in terms 
of those unexamined or unexplored as- 
sumptions. 


All these different forms of learning 
I have mentioned, and probably many 
other kinds, are involved in medical edu- 
cation. Consider what the students have 
to face in the first two years, during 
which each discipline of the medical sci- 
ences is trying to teach what it knows 
of a subject, this overwhelming mass 
of knowledge, becoming greater and 
greater each year. We give students not 
only this factual material, but ask them 
to understand the basic theories of that 
discipline (not its relation to clinical 
work), and then to be able to recite 
those things back in an examination. 
This may be necessary for a graduate 
student specializing in a discipline, but 
is it appropriate for education of physi- 
clans ? 


Thus a student may enter the clinical 
vears with no adequate conceptual grasp 
of the preclinical subjects; indeed, he 
has usually forgotten much of what he 
has painfully learned to verbalize on ex- 
aminations, since such knowledge was 
not assimilated or organized in a trans- 
actional relation, nor did it become oper- 
ational in his thinking. 


Part of the difficulty is that we expect 
the students to verbalize everything 
they learn. At the University of Illinois, 
in experimental work in the teaching of 
mathematics, they have found that if 
students when learning to think in terms 
of mathematical ideas and concepts are 
not asked to verbalize, they understand 
and can apply what they have learned 
better than those who verbalize it. We 
may speak, then of nonverbal learning 
as probably essential to mastery of many 
fields of knowledge as it is in skills and 
techniques. 


TR. AM. 
ACAD. OPHTH. 
The point is that we have ways of 
learning and thinking which cannot be 
verbalized without confusing our men- 
tal processes. One of the questions that 
we should, therefore, ask ourselves in 
regard to examinations is, “Is it wise 
and desirable to ask students to verbalize 
everything we try to teach?’ Much of 
the most important learning we cannot 
verbalize, probably because our lan- 
guage is not adequate. Also there are 
many students who do not have the ca- 
pacity for easy verbalization but who 
may be excellent in using medical knowl- 
cdge and techniques—these may be the 
good physicians. 


In the last two years of medicine, we 
find a different situation. The student 1s 
expected to be able to synthesize and ap- 
ply what he has previously learned, to 
evaluate signs and symptoms, to make 
judgments of individual patients and to 
demonstrate various clinical skills and 
approaches to patients—the crux of pro- 
fessional practices toward which all his 
learning should contribute. 


How far does teaching in the first two 
years, and the kind of learning that is 
expected of the student in those first 
courses, hinder the kind of thinking 
and learning that is required in the last 
two years? Can we discover any way 
to teach the first two years in such a 
fashion that the student can more readily 
learn in the clinical years; especially, in 
the first two years can we initiate the 
student into learning to think as a clin- 
ician? I take it that one of the basic 
problems of medical education calls for 
consideration of learning processes in 
students. 


Let me remind you that teaching de- 
pends upon the student’s perception of 
what he hears. Perception is not a sim- 
ple process of hearing, tasting, touching, 
smelling—the passive reception of stim- 
uli to sensations. Recent investigations 
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indicate that all sensations may be dis- 
torted and greatly contaminated between 
their initial sensory reception and the 
central process in which they become 
perceptions. Moreover, studies show 
that each person has a highly selective 
awareness and idiomatically patterned 
perception, so that each one perceives 
what he first conceives—or preconceives 
—and, therefore, brings it into the 
framework of his own habitual way of 
thinking. This is revealed by various 
projective methods, such as the Ror- 
schach Test and the Thematic Apper- 
ception Test (T.A.T.). 


This selective perception has been 
clearly demonstrated by the advance of 
science. We have had to develop new 
perceptions in order to see things that a 
previous generation did not see. Our 
perceptions are warped by our precon- 
ception and our expectation, and col- 
ored by feelings and emotions, so that 
in learning we may often distort or 
warp whatever we are taught. The stu- 
dent’s capacity to empathize with pa- 
tients may govern his ability to com- 
municate effectively with them—to evoke 
communication.4 


Much of medical education is an ef- 
fort to create awareness and to refocus 
perceptions so that the student will be 
able to perceive what the untrained per- 
son overlooks or neglects, so that he 
will be able to bring that observation 
into a medically oriented conceptural 
framework. We should remember that 
a student comes to medical school with 
twenty vears of life experience—four- 
teen to sixteen vears of preliminary edu- 
cation, much of it contrary to what you 
are trying to teach him in the medical 
school, in the sense that it is largely ob- 
solete, irrelevant, and made up of facts 
that are no longer adequate or valid 
today. 


Can we assume, as we often do in ed- 
ucation, that the student is a tabula rasa, 
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a clean slate, as John Locke assumed, 
upon which the teacher can write what- 
ever he thinks is. appropriate and that 
this will be retained and understood ? Or 
do we assume that there is plenty of 
room on the slate for new information, 
believing that we can add facts and in- 
formation but forgetting that we do not 
learn by adding materials. Whatever we 
learn takes place under the guidance of 
our preconceptions, so that new mate- 
rials have to be incorporated with what 
we already know and believe or else kept 
isolated and inoperable as “inert ideas,”’ 
as Whitehead called them. Learning is a 
process of continued reorganization 
which may perpetuate the initial orien- 
tation or lead to new orientation. 


To a large extent then, we should 
realize that in professional education we 
are concerned with “unlearning,” in 
wiping off the slate, at least in eliminat- 
ing a lot of the student’s preconceptions 
and in helping him to grasp new con- 
cepts so that he can learn anew. 


Moreover, each student has his own 
individualized personal way of percetv- 
ing and of learning. Some are visualizers 
who learn from photographs, diagrams, 
physical models ; they are like artists 
and architects who learn not from words 
but from visual experience and often 
have difficulty in verbalizing. Then there 
are others who learn principally by 
reading and hearing; others learn by 
direct contacts and manipulation, using 
their fingers and muscles; others from 
figures and tables supplemented by dia- 
grams and graphs. Some students learn 
chiefly by identifying with the teacher, 
taking over his way of thinking, his as- 
sumptions, and even his mannerisms. 
Others do not recognize the authority of 
the teacher ; they incorporate knowledge 
gained from many sources and ignore 
the teacher as a unique source of infor- 
mation. We find those differences in the 
Rorschach test and in the Thematic Ap- 
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perception Test; each person sees differ- 
ent configurations; some see entities, 
others see details; each one will “‘see” a 
different character in the picture and 
will write a different kind of story, a 
story which will come out of his “ap- 
perceptive mass,’ as we used to call it, 
his life experience, his persistent emo- 
tional conflicts and affective reactions. 


I am stressing this idiomatic, idiosyn- 
cratic aspect of perception and of learn- 
ing because so often we expect all stu- 
dents to learn in the same way and to be 
able to verbalize what we teach them 
equally well, or to be penalized. Let me 
make this point as concretely as possible : 
Here I am standing before you; you can 
all see me and hear my voice. Yet I have 
no hesitation in saying that each one of 
you sees a different speaker and hears a 
different set of remarks. It is not what 
I am saying, but rather what you are 
hearing that becomes a part of your 
knowledge. 


Furthermore, while I speak I am 
sending other messages, in my tone of 
voice, in the inflection I use, in my fa- 
cial expressions, my gestures and my 
postures, to all of which you are re- 
sponding, often without awareness. 
Those nonverbal messages are invoking 
what we call unconscious responses of 
feeling, of acceptance and of approval, 
or of rejection and dislike. These re- 
sponses occur because | am evoking for 
you past experiences which you may 
have long forgotten. 


I venture to say that in medical edu- 
cation this same kind of idiomatic re- 
sponse to what you are teaching is tak- 
ing place; and it may very well be that 
some of you are now saying to yourself, 
“Why am I wasting this morning listen- 
ing to this nonsense, or why is he so 
clumsy in speaking?” Well, some of 
your students may say the same thing 
during your lectures. What students say 
to themselves, in their inner speech, may 
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exercise a controlling influence upon 
their learning. 


It is important—if we are to be good 
teachers—to be aware that we are not 
being seen by the same eyes, nor are 
we being heard by the same ears, when 
we have a group of people before us, but 
by many different perceivers. We as- 
sume that anyone who can write or talk 
can teach or communicate, an assump- 
tion that is hard to maintain when we 
begin to recognize the blocks and dis- 
tortions involved in human communica- 
tion. 


The sender of the message has to code 
his message. Even before that he has to 
have a message to send, and he must be 
fairly clear about it or his communica- 
tion may be confusing. Then he must 
code it, that is, he must verbalize the 
message so that the recipient can receive 
it, decode it, interpret it, and understand 
what the message means. A teacher may 
be rigorously logical, orderly, systematic, 
and have a complete mastery of the sub- 
ject; but he may be utterly unable to 
communicate, since communication, like 
learning, is not always logical and sys- 
tematic. It 1s a psychological two-way 
process, involving feedbacks. 


A textbook, for example, is the result 
of long, hard work, of critical judgment, 
selection, and frequent revision, incor- 
porating a large body of findings, pre- 
sented systematically and logically by an 
experienced person in that field. But an 
oral presentation of this systematic, log- 
ical textbook thinking is not always con- 
ducive to learning, particularly if stu- 
dents do not have a conceptual frame- 
work relevant to that material and are 
not oriented to such material. 


I would like to point out that we may 
not be communicating when we lecture. 
We may be just talking to ourselves out 
loud, or, like a public address system, 
reciting material with no concern for the 
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individual student. That, I believe, is one 
of the reasons why we fail to communi- 
cate to our students. When we consider 
our lectures as communications to the 
students, then we are genuinely con- 
cerned with their immediate reception 
and response, the way in which each 
student is decoding, interpreting, accept- 
ing and assimilating what we are trying 
to communicate. 


A lecture may be a “To Whom It May 
Concern” message, like a broadcast, or 
it may be a personal message directed 
to each student as if he were the sole 
recipient of the message, so that he feels 
it is addressed to him and has meaning 
for him. 


We cannot too strongly emphasize 
that teaching is communicating, which is 
a circular reciprocal process in which 
we establish a relation with the recipient 
of our messages and direct our speaking 
to the person, rather than focusing it 
upon the content. As in radio the mes- 
sage will be received only if the recipient 
is tuned in to the wave length of the 
sender-teacher. 


Part of our difficulty in teaching arises 
from the assumption that knowledge is 
something that can be imparted and ac- 
quired, although nobody knows what 
this mysterious stuff is which we call 
“knowledge.” As Dewey and Bentley® 
pointed out some years ago, we have a 
highly metaphysical concept of “knowl- 
edge” which we could wisely give up, 
replacing it with a concept of the process 
of “knowing,” whereby the “knower”’ 
transactionally relates himself to the 
world by putting meaning into  situa- 
tions, events and people and then re- 
sponding to the meaning he has imputed 
to the world. That is a feedback, a cir- 
cular reciprocal process involving a 
knowing person in a cognitive relation 
to the world. It is not a relation of stimu- 
lus and response, nor of cause and ef- 
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fect. Rather, it is a process by which the 
individual relates himself dynamically to 
the world and thereby relates the world 
to him through what we term “know- 
ing,’ just as he may relate to the world 
by motor action or by emotional re- 
actions. 


If we think in terms of this transac- 
tional approach, this knowing relation, 
we may find a new understanding of the 
teacher-pupil relationship. We realize 
that our task as teachers is to help stu- 
dents to relate themselves in new ways 
towards the subject matter in which they 
are being instructed. Such a transaction- 
al relation involves more than verbaliz- 
ing or learning “inert ideas,” as White- 
head called them. It means helping the 
student to gain a new conception, and 
making it operative in his own thinking. 


Perhaps some of the difficulties in 
preclinical medical education arise 
from the inability of students to relate 
themselves to this immense array of 
factual knowledge. They have no ade- 
quate concepts to aid in the organization 
of these findings, no frame of refer- 
ence to give them the kind of rele- 
vance and significance through which 
they can become meaningful in a con- 
text and serve to relate the student to 
the events or processes he is studying. 
Perhaps early contact with patients 
would help students in their need for 
context and meaning. 


Let me offer another approach to this 
problem of teaching and learning. Sup- 
pose we think of a student as a calculat- 
ing machine. Now each type of calculat- 
ing machine or computing machine has 
a certain capacity for memory or the 
storage of factual data, and a certain ca- 
pacity for solving problems. Some ma- 
chines are digital machines; one can 
feed into them an enormous amount of 
codified numbers, but then one must 
give the instructions—programming, it 
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is called—as to what they are to do with 
these figures. They can then grind out 
instantaneously the additions, subtrac- 
tions, divisions, multiplications, and 
other operations that are necessary for 
the solution of that problem. This is 
called a digital machine that operates 
bit by bit, or discretely as go—no go— 
yes or no (binary codes). Now much of 
our teaching is digital, feeding students 
“bits” which they cannot handle without 
adequate programming—that is concep- 
tual organization that gives the bits 
meaning and significance for the stu- 
dent’s understanding. 


There is another type of machine 
which is called analogical. The analogi- 
cal machine does not operate by feeding 
discrete information to be handled by 
various manipulations to produce an- 
swers. The analogical machine uses the 
materials to give a summation or in- 
tegration that resembles a pattern, a con- 
figuration, a model, a whole. 


An analogical process is, therefore, 
different from a digital process. Words 
and figures are digital; you must add up 
the figures or wait until the end of a 
sentence before you know what I am 
trying to say; but a picture, a pattern, a 
diagram, or a vivid metaphor or figure 
of speech, or a physical model communi- 
cates the meaning as an_ integrated 
whole. For communicating concepts 
which are patterns or templates, we 
should use analogical processes. 


It is apparent that analogical thinking 
came before—much earlier than—digital 
thinking in human development. Man 
learned from art, poetry, religion, to 
perceive the world long before he could 
analyze and distinguish details. In child- 
hood we learn analogically, and only 
after we go to school do we begin to 
think analytically and digitally. We 
learn more rapidly in early childhood 
what we can see and take in as a whole; 
and we build up our concepts for per- 
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ceiving by analogical processes. Pictures, 
diagrams, photographs, especially mo- 
tion pictures and television presentations, 
are much more effective because they 
give the meaning or context in which in- 
dividual items that are later analyzed 
may be grasped and understood. 


A picture or visual presentation, a 
physical model like those of atomic or 
molecular structures, provides a ready 
step to a transactional relationship, be- 
cause one can relate oneself directly to a 
situation, event or process, thus com- 
municated, while it requires a struggle to 
master a lot of individual facts con- 
veyed by symbols, like words and make 
these meaningful before they can be re- 
lated to the events or situations thus 
symbolized. 


Some students, | would say, operate 
digitally for the most part, just as a ma- 
ture investigator or teacher learns to 
function digitally. These students flour- 
ish in the first two years because they can 


manage the flood of discrete facts they 
are offered. But they may find the clini- 
cal years more difficult, when they are 
expected to think analogically and holis- 
tically. Conversely, some students have a 
dithcult time their first two years, finding 
it difficult to cope with the various medi- 
cal science courses, but flourish in the 
last two vears, because a different kind 
of learning, namely analogical, is in- 
volved. 


Students start out in medical schools 
learning to think digitally in terms of 
discrete facts and exact quantitative re- 
lationships between two variables; then 
they go into the clinical years and must 
learn what | call “biological relativity” : 
that is, that every examination and quan- 
titative finding must be attenuated or en- 
larged according to the patient’s age, sex, 
previous illness, present complaint, life 
experience, so that each finding becomes 
relative to that specific individual, and to 
all other findings about his condition and 
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functioning. This calls for a different 
kind of thinking about the exact findings 
of medical science. We have not yet 
provided a logical or psychological bridge 
between the first two years and the sec- 
ond or final two years in medical school. 


How we can learn to do that is one of 
the crucial problems of medical educa- 
tion, as I see it. The human mind oper- 
ates both digitally and analogically, but 
we have neglected the analogical process 
because we have been so interested in 
teaching the artifacts of laboratory find- 
ings, the discrete findings, with inade- 
quate recognition of processes that pro- 
duce those findings. Could we say that 
if a student learns the processes in- 
volved, he need not be burdened by 
memorizing all the findings which he 
can look up when needed. 


Here we see how medical education 
faces a number of pressing problems, in 
discovering ways to accept some of these 
new concepts and ideas, communication 
theories, cybernetics, transactional proc- 
esses, the differences between the digital 
and the analogical ways of thinking, 
and so on. Teaching some of the new 
concepts and insights requires considera- 
tion of the kind of learning which takes 
place in students who must learn these 
new concepts. Educators should adapt 
their teaching to make possible this re- 
orientation. 


It is becoming clear that the living or- 
ganism is not a closed system, such as 
we find in the laboratory situation, in 
which a preparation can be isolated from 
everything else and treated as a closed 
system. We must find ways for dealing 
with open systems such as the function- 
ing, intact organism in his life space. If 
we are going to do this, we must find 
ways of teaching, utilizing a variety of 
new techniques and teaching aids such 
as the audiovisual devices to be demon- 
strated later in this program, also mod- 
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els, physical and conceptual, and direct 
experiences. 


How can we make the transition from 
teaching the mechanisms we are discov- 
ering by research to an understanding of 
living processes, recognizing that a proc- 
ess may produce different products, de- 
pending upon how, when, where and 
what it operates upon, as medicine has 
long realized? 


This calls for a way of thinking dif- 
ferent from the familiar linear cause- 
and-effect relation, which we must use 
for many problems but which is not ade- 
quate for studying processes and open 
systems like organisms. How can we 
induct students into these recently for- 
mulated ways of thinking, help them to 
grasp concepts that are much more ap- 
propriate in biology and medicine than 
are the familiar, mechanical formula- 
tions taken over from physics and en- 
gineering? What kind of learning will 
be required if students are to give up 
their preconceptions and accept new 
concepts and to use new criteria of 
credibility which will supersede and re- 
place their familiar ways of thinking, 
learning to think in terms that are clin- 
ically appropriate ? 


Since medical education is so pro- 
longed and arduous, involving so much 
repetition and redundancy in the com- 
munication process, should so much of 
the student’s time and energy and capac- 
ity be allocated to digital learning, as 
it now is in the first two years, learning 
what will be forgotten, that must be for- 
gotten, if the student is to go on into the 
clinical years and learn to think and 
practice as a physician? 


Are we clear in what we are seeking 
in medical education ? Is our aim to train 
scientists who will think and work in 
terms of a specific discipline and be 
guided by its criteria of credibility’ Or 
are we trying to encourage individuals to 
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develop concepts, approaches and tech- 
niques for approaching living organ- 
isms—personalities, and to use the cri- 
teria of clinical medicine? Both are nec- 
essary, but not necessarily for the same 
student. We are now attempting to do 
both, and I do not think we are very 
successful. 


Could we teach the preclinical mate- 
rial so as to foster the kind of learning 
which will continue to be appropriate for 
the clinical years, as a few schools such 
as Western Reserve, University of Colo- 
rado and University of California at 
Los Angeles, are now trying to do. 


Finally, are we attempting to teach 
young adults to become professional, 
or are we, in our medical and other pro- 
fessional schools, continuing the teach- 
ing procedures which the students have 
experienced all through elementary 
school, high school and college, thereby 
failing to foster the kind of learning 
which they need to become professional- 
ly competent ? 


Could we, by approaching the medi- 
cal students, evoke more self-rewarding 
learning in the sense of recognizing 
their aspirations to be young adults, to 
be treated as soon-to-be professional in- 
dividuals ? I think that is very important, 
because as long as we continue teaching 
them in the old way, treating them as 
children, we are often perpetuating the 
irresponsible behavior of children and 
are compelled to employ methods and 
procedures that are inappropriate for 
young adult professional students. 


Therefore, it seems to me that one of 
the things we can ask is how can we help 
students to learn—to learn and to con- 
tinue to learn after their training period 
is over. I realize these questions are 
central in the present discussion and in 
the many controversies that are taking 
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place in regard to revision in medical 
education.” Some of you will recall that 
many years ago Abraham Flexner, asso- 
ciated with the General Education Board, 
initiated a revolutionary new pattern in 
medical education, applying the then 
new ideas, concepts and methods in med- 
ical schools. It seems to me that we to- 
day need a new revolution; in other 
words, we need to utilize our present day 
ideas, new concepts, emerging scientific 
disciplines and insights and understand- 
ings to reorient medical education. 
Thereby we can pay our debt to Flexner 
by doing for today what he did for his 
time. 


Today it seems to me we have an op- 
portunity to carry on Flexner’s efforts 
by a radical revision of what has been 
accepted and used in medical educa- 
tion.”8 In this way we can be loyal to 
the basic traditions of medicine. 
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WHAT ARE THE FACTORS IN EFFECTIVE PEDAGOGY? 


Ray N. Lowe, Epb.D. 


EUGENE, OREGON 
BY INVITATION 


It seems to me that the question is 
always before us how to do better our 
task of assisting students in learning 
that which they must learn if they are 
to take their places as professional prac- 
titioners in the art and the science of 
ophthalmology and otolaryngology. 


In order to approach the realization 
of this goal of more effective teaching, 
I would like to suggest that we need, 
at the college and university level, a rev- 
olution in the methods we are using in 
our attempts to communicate knowledge 
and attitudes. 


As | listen to the complaints of medi- 
cal students regarding the caliber of their 
instruction, | become increasingly aware 
that the shortage of good teachers is not 
peculiar to elementary and secondary 
schools alone, but does, in fact, extend 
to all levels of education, including 
schools and colleges of medicine. What 
bothers me — and somehow or other | 
wish it would bother you — is the fact 
that there is such a wide gap between 
theory and practice in teaching; a wide 
gap between what we know about better 
ways In communicating and what we are 
doing about them. 


Associate Professor 
of the Behavioral 
Education, 


of Education and Coordination 
Science Courses in the School of 
University of Oregon. 


Presented as a Special Program of Teachers’ Sec- 
tions: Ophthalmology and Otolaryngology at the 
Sixty-Third Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 
12-17, 1958, Chicago. 
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For example, we know that in the 
main the lecture method affords the 
lowest level of opportunity for learning. 
Let me cite to you a report on research, 
entitled “An Experimental Study of the 
Teaching Effectiveness of Group Dis- 
cussion in the Teaching of Factual Con- 
tent.” 


After proper consideration has been given 
to the techniques noted, the order of differ- 
ences obtained in this study indicate that the 
“average” student who is now receiving in- 
struction in factual content by the lecture 
method may expect the following if the dis- 
cussion method should be adopted: (1) the 
first few class sessions will show no appre- 
ciable change in the amount of factual con- 
tent being learned; (2) only a few class ses- 
sions will be required before he becomes ade- 
quately skilled in the discussion method; (3) 
by the end of the semester he will have 
learned 17 per cent more factual content than 
under the lecture method; (4) if he is an 
inferior student, he will have learned 25 per 
cent more; (5) recognition-type questions 
will continue to have the same degree of dif- 
ficulty, but his ability in direct recall will have 
increased 18 per cent, and his ability to dem- 
onstrate the functional character of his learn- 
ing by giving examples will have increased 
28 per cent; (6) subject-matter fields will still 
vary in difficulty, but he will find a propor- 
tionate increase in all; (7) finally, should he 
examine his memory six months after the 
semester 1s over, he will find that he is able 
to recall 56 per cent more factual content 
than he would have had he continued receiv- 
ing instruction under the lecture method. 


| have attempted to sabotage univer- 
sity and college level teaching by asking 
every institution in which I have held a 
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position to make, some three or four 
weeks after the last final examination 
period, an announcement—an announce- 
ment through the office of the President ; 
he has that authority, you know—to the 
effect that every student who took an 
examination at such and such a time 
during the testing period would report 
back for the same examination. I am 
sure that the results would be just what 
you think they would be —and that is 
why my challenge has never been ac- 
cepted. 


Just the other day I heard some un- 
dergraduate students of our university 
discussing the fact that in a class from 
which they had just come, the instructor 
had finished a two-session lecture in 
which he reported that the discussion 
method, by and large, was superior to 
the lecture method in teaching. 


Medical students continue to report 
a considerable amount of time spent by 
their didactic instructors reading to 
them from books which are readily 
available in the medical library. Didactic 
instructors is another obsolete term, by 
the way. You will discover that in edu- 
cation we continue to get new ideas ex- 
tremely slowly and extremely seldom, 
but that we do get new terminology with- 
out too much trouble. 


We need, I do believe, to develop in 
our realization that we cannot in fact 
teach anybody anything. The present- 
day concept “to teach” is also obsolete; 
our task is rather to locate or create sit- 
uations which encourage our students to 
learn. If instructors are to teach as they 
would have their students learn, then 
they must come to realize, at something 
more than the verbal level, that teaching 
is considerably more than a telling 
process. 


Here we note that you have a decided 
advantage over the liberal arts under- 
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graduate instructor who takes the run- 
of-the-mill students and usually loses 
about 30 to 50 per cent of them between 
the freshman and the senior year. The 
student who comes to you is well above 
average in intelligence and, even more 
important, he is highly motivated to suc- 
ceed. The bases for his motivation are 
varied, but he is motivated. It is a tribute 
to his insistence that he can learn in 
spite of the methods used. 


When you are planning your courses, 
assuming that you do plan them, have 
you ever given any thought to the matter 
of who is responsible for the student’s 
learning? Many people say the responsi- 
bility rests with the student. Yet many 
instructors — pedagogs, if you would 
rather—teach as if they were respon- 
sible; as if all that the student was ever 
going to learn, they would teach him. 


Far more important than the facts— 
important as they may be—is the devel- 
opment of the attitude of the perennial 
learner, an attitude which must be fos- 
tered throughout the entire professional 
career, the entire professional life of 
your students. 


In your field you know better than I 
that many of the so-called facts today 
are proved to be less than facts, even 
myths, tomorrow. 


Let me make one more attempt at 
incurring your hostility, and then I will 
try to be more positive. You in medical 
education have been relatively free from 
public criticism, when compared to the 
public school teachers. It is not, how- 
ever, due to your superior teaching; 
rather, I think, this is probably due to 
two reasons: first, the tremendous re- 
spect you enjoy as practitioners and, sec- 
ond, no one except the student, who by 
this time is relatively removed from the 
human life stream, knows how lousy 
your teaching is. 
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This is the first time I have ever been 
in a situation where I insulted someone 
and he laughed. 


If the public school teachers of this 
country were as poorly prepared to teach 
as are the typical liberal arts and pro- 
fessional school instructors, the public 
would have every right to be as indignant 
as it is. Which leads me to believe that 
one of the most important characteristics 
of the public school teacher and of the 
professional school teacher, is that of 
commitment. We have today far too 
many people who are teaching for rea- 
sons other than the enjoyment of seeing 
others grow in their knowledge and pro- 
fessional attitude. 


| recognize full well the importance 
of “knowing your stuff,” if you please, 
but this will be of no avail if the instruc- 
tor is without a commitment. You see, an 
instructor in medicine must not only be 
an excellent practitioner—to some ex- 
tent, a scholar—but he must be more. 


He must have a commitment for teach- 
ing. 


I know of no person who likes teach- 
ing and whom the students like who does 
not have a dedication for teaching. This 
is a prime factor in the teaching-learning 
process. 


Of no less importance to effective 
teaching is adequate planning. | wonder 
how often instructors realize that it may 
be days, if ever, before the students 
know the reason for studying that which 
is being studied. All too often the in- 
structor is not aware of why he is teach- 
ing what he is teaching, other than the 
fact that it is in the curriculum which 
someone else planned. 


I am of the opinion, in fact I will go 
so far as to say that there is considerable 
evidence to the point, that it is in the area 
of planning that most college and uni- 
versity instructors have their greatest 
weakness. 


Some kind of lesson planning must be 
carried on by all who teach, whether they 
be novices or masters. Lesson planning 
performs certain functions which are 
indispensable to good teaching. It forces 
consideration of objectives to be accom- 
plished ; it requires a selection of specif- 
ic subject matter needed to achieve these 
goals; it requires a selection of certain 
procedures, the planning of certain ac- 
tivities, all directed toward common 
ends. 


When we know where we are going, 
we know better how to test whether we 
have arrived there or not. 


All too often testing is used to deter- 
mine the degree to which the student has 
learned what we wanted him to learn. 
Seldom is it used as a technique to eval- 
uate our own instruction, the effective- 
ness of our teaching. To me it is a kind 
of regurgitation process in which the 
student’s success in learning is evaluated 
in direct proportion to his ability to give 
out that which has been shoved down. 


Such a technique precludes creative 
or reflective thinking—hence, learning. 


We might spend an entire day on the 
type of lesson planning alone, and an- 
other day on testing and evaluation 
alone, because of their importance. Les- 
son planning involves looking ahead and 
planning a series of activities all of 
which progress definitely towards the 
modification of the student’s attitudes, 
his habits, his information, and his abil- 
ities in desirable directions. Without this 
kind of planning, there can be no steady 
progress nor definite outcome anticipat- 
ed in a teaching-learning process. 


lor a minute now I would like to di- 
gress into the topic that will be effective- 
ly handled by Dick Lewis in the next 
few minutes. I must do this because it is 
so important to the teaching-learning 
process. 
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We people who purport to teach are 
imbued with an undue conceit. Too of- 
ten, we attempt to present a subject as 
though all knowledge concerning it were 
self-contained and could only be trans- 
mitted by our own voices, when of- 
ten there are much more effective ways 
of communicating. | submit that no long- 
er can we rely upon ourselves as the 
only medium through which we may 
communicate to students. In some ways 
these comments favor this group, be- 
cause we know of the tremendous strides 
made in medical teaching in the use of 
training materials. For instance, prob- 
ably no group has done more pioneering 
in the use of television than medical 
educators. 


However, I still tind a hard core of 
skeptics who acknowledge the merits of 
these tools, and say they would really 
like to use them—if they just had the 
time. What they are saying, in fact, 1s, 
“First, | must impress the students with 
all I know, and if time permits I will 
give them a chance to learn through 
more effective mediums.” 


Now, the fact of the matter is that in 
many instances the instructor per se is 
the least effective medium through which 
students may learn. 


At this point I should like to end, if 
you please, by beginning; that is, to say 
what has become the obvious. While I do 
not know what learning-teaching is, I do 
have a working definition which estab- 
lishes a direction for me to go. Learning, 
to me, is the process the individual un- 
dertakes when he is behaving. 


The key words here, to me, are “proc- 
ess,’ which implies continuance; “un- 
dertakes,” which implies an interacting 
at both conscious and unconscious lev- 
els; and “behavior,” the feeling, the 
thinking, the evaluating, the intake of 
knowledge. 
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Learning, to me, is the process the in- 
dividual undertakes when he is behav- 
ing. That is, if you please, a dynamic 
definition—not passive. It implies in- 
volvement, not passivity, on the part of 
the student. We have long accepted the 
need for active participation in the area 
of training for particular motor skills. 
We are still babes-in-the-woods when it 
comes to providing students with oppor- 
tunities to be trained, if you please, in 
the art of thinking or problem solving. 


A study was reported not too many 
years ago wherein it was attempted to 
demonstrate for all time the notion that 
if people went through a rigorous pro- 
gram of mathematics and science, they 
would emerge greater thinkers, greater 
problem than if they went 
through the broad curriculum of candle- 
making, basket-weaving, and so on, 
which we are purported to be teaching in 
some of our schools. 


ilvers, 


A control was made wherein intelli- 
gence was matched—and that was about 
all that could be done because usually 
people in the upper socioeconomic level 
do not take trade training, and most 
people at the lower economic social 
level do not take college preparatory 
training. Otherwise, they were matched. 
One group went through the college 
preparatory program and the other 
through machine-shop, a trade training 
program. Pretesting and _ post-testing 
were used. At the end of four years, it 
was found that the people who went 
through a machine-shop program could 
solve problems as well as those who 
went through four years of foreign lan- 
guage, mathematics, and science. 


I think we need to recognize that we 
have a long way to go in the teaching 
of the art of thinking—of problem solv- 
ing—particularly at the higher levels. We 
spend so much time teaching by telling. 
To repeat: teaching is locating or cre- 
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ating situations which encourage stu- 
dents to learn. Or, putting it another 
way: teaching is the arranging of situa- 
tions in which the learner will modify 
or change his behavior in the direction 
desired. 


I may be talking out of turn here for 
some of you, but | know I would not be 
speaking out of turn in a lot of other 
schools with which I have had direct ex- 
perience. My guess is that 1f we were to 
look over the incoming records of each 
of the students you admit, we would 
probably be able to predict that none of 
them would fail. After all, one of the 
criteria you use is academic aptitude. 
Yet, what percentage of the youngsters 
drop out. | wager an opinion that the 
greatest reason students drop out of 
professional school is the lack of a com- 
mon purpose shared by the instructor 
and the student—a lack of communica- 
tion, if you please. I think there is undue 
acceptance of a myth that just because 
a person is intelligent he can accumu- 
late the information we want him to ac- 
cumulate. 


When I was at Northwestern Univer- 
sity I used to take a class down to one 
or another of the trade schools in Chi- 
cago. Invariably, I would some 
youngsters sitting on benches, arms 
folded, dejected looking. They fell into 
the stereotyped concept of mental re- 
tardation. When | asked my students to 
tell me their opinions of these dejected 
students, their answers ranged from 
“idiot” to “slow learner.” Then would 
take delight in going to the records and 
finding that these people had intelligence 
quotients higher than those of most of 
the people who were doing the observ- 
ing. 


see 


The point I am led to establish here 
is that the student learns only that which 
he is interested in learning. Now, it 
sounds so simple, you might wonder 
why it has to be mentioned. Yet, it repre- 


sents a tremendous gap, not so much in 
teaching and the thinking of teachers, 
as in the thinking of the student. 


So we have the need for long-term 
goals which are pretty much the respon- 
sibility of the students. Then we have 
the short-term goals, which are essential 
to get through each course. And these, 
I think, are essentially our responsibility. 


Let me offer you another point: The 
purpose of what we are teaching needs to 
be made clear at the beginning, frequent- 
ly evaluated, restated and re-evaluated. 
Here we help the student learn how to 
look for important points, how to use 
the information, how to organize it into 
meaningful categories. 


| take some sadistic pleasure in sum- 
mer sessions asking graduate students— 
teachers—1f they know the purpose for 
which their school is established in their 
community. Out of fifty, sixty or seven- 
ty, | get a half dozen hands. Then I ask, 
‘How many of you know the specific 
purpose of your courses?” and perhaps 
two or three hands will go up. Then they 
are asked how many of their youngsters 
participate in determining these pur- 
poses ; of course no one raises his hand. 
And then | ask them the really crucial 
question—how many of their purposes 
are stated in behavioral terms—and they 
don't even know ‘what I am_ talking 
about. 


Yet, 1s there anything we are con- 
cerned with at any level, in any kind of 
school, other than the behavior which 
the person manifests as a result of his 
training? So few of us take cognizance 
of “behavior,” but speak rather of “in- 
put” and “out-put.” 


College professors do even less well. I 
am reminded of the ragtime hit of the 
early 20’s which many of you might re- 
member, “We Don’t Know Where 
We're Going, but We’re on Our Way.” 
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Another point is this: Genuine learn- 
ing is not an additive experience, but a 
remaking of experience. 


Every person must uniquely translate 
whatever the instructor says so that it 
fits into his present meanings, needs, 
and purposes. The student cannot be 
forced into a creative translation of his 
classroom experiences. He cannot be co- 
erced into translating materials which he 
neither understands nor feels. If he 1s 
coerced, he is both blocked and frus- 
trated. 


We teachers are prone to listen to a 
student’s verbalizing ability rather than 
seek functional understandings on the 
part of students. For example, | am sure 
that if any of you were to give a true- 
false item in a test to the point, “For a 
physician to be effective with a patient, 
he must establish a relationship which is 
conducive to warm personal under- 
standing,” a third-grade student would 
write “True.” It is silly. Yet, the tragedy 
comes in that the medical student knows 
this, but he has not learned it. He knows 
what the professor wants, but he cannot 
behave in that way. 


Students have learned to substitute 
language, if you please, for feeling, for 
interest, and for motivation. You will 
see students row-on-row sitting there 
nodding their heads yes, yes, yes—and 
they have not heard a word you have 
said. But they have learned to throw up 
this disguise to keep us all buffaloed. 


Another point is this: Learning de- 
pends upon not knowing the answers 
and, further, knowing that one does not 
know the answers. The only way an an- 
swer can really be fully understood is if 
the problem is understood. The learner 
must be confronted with a problem if 
the answer is to have meaning. 
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The primary function of teaching is 
to help the student see the problem; 
it is not the giving of answers, as many 
of the students think they have to do. 
For a solution or an answer to be signi- 
ficant, the problem must be stated and it 
must be understood. 


A further point: Good teaching is a 
process of drawing out rather than a 
matter of putting in. 


We do not give learning to the stu- 
dent. Effective learning asks that the 
student establish purposes. We help him 
in directing the activity which will lead 
him to his goal. Too often we create the 
atmosphere that the student is perform- 
ing for our benefit rather than his own. 
For learning to be of value, it must be 
deeper than simply trying to please the 
instructor. 


I realize the difficulty we sometimes 
experience when we try newer tech- 
niques in teaching. The tried-and-true 
lecture method seems to hold us in check. 
Yet, while it may have been tried, it is 
hardly true. The research data are in- 
conclusive, but certainly substantial, 
that other methods involving more ac- 
tivity in terms of interaction rather 
than reaction probably are more con- 
ducive to better learning. 


Trying new methods of teaching, like 
anything new, takes us down dark al- 
levs, while we would rather walk in the 
so-called better light of tradition. 


I am thinking of the story that has 
been told—a story so apropos at this 
time—of the drunk leaning up and 
around the lighted telephone pole in 
front of the door to his apartment build- 
ing some feet removed. A_ passerby 
came along and said, ““What are you do- 
ing?” The drunk replied, “IT am looking 
for my key. I dropped it.” So the per- 
son began helping the drunk in the 
search for the missing key. After his ef- 
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forts met with utter failure, the passer- 
by looked up at the drunk, still wrapped 
around the light post, and said, “Are 
you sure you lost your key here?” 
The drunk replied, “No, I lost it down 
the alley, but the light is better here.” 


| think so many of us want to teach 
“where the light is better.” 


Here is another point to consider: 
Learning is essentially an emotional ex- 
perience. 


Probably the greatest block to learn- 
ing is the feeling tone relationship be- 
tween the student and instructor not be- 
ing comparable. Fear of loss of status 
on the part of the student blocks his 
spontaneity and creativity. The student 
learns early in his school years not to 
express himself freely. To do so is to 
risk social failure, economic failure, 
and even professional failure. 


the student feels free 
and unthreatened in his relationship with 
his instructor, if the risk of recrimina- 
tion and retaliation of authority is re- 
duced, the teacher will more easily reach 
the student, and the student is more like- 
ly to seek out the instructor. 


lf, however, 


Actually, in our relations with stu- 
dents, which may be characterized as 
autocratic relationships, we are settling 
for a make-believe, counterfeit educa- 
tional experience, in which bits of facts 
are tossed back and forth between the 
student and the instructor. In the pro- 
cess of “TI give it, you take it and, oh yes, 
here it is back again,” we find that 
teacher and student are agreeing to kid 
each other. 


They bargain; and the current coin 
is the grade. “Give me back so much, 
and T will pay you accordingly.” 


The manner in which the student re- 
gards the instructor, and the instructor 
the student, is the deep and pervasive 
matrix of all learning. 
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Long after the fact is forgotten, the 
impression you make on the student as 
a human being will be remembered. 


| would like to conclude with a story 
which has had tremendous implications 
for my own personal and professional 
development. The story has its setting 
in a little town outside of Boston, where 
I first began teaching. I was the vice 
principal, and, as you know, the vice 
principal has the discipline to contend 


with. 


In addition to other things, I also 
taught industrial arts. We were a pro- 
gressive school; we had both boys and 
girls taking industrial arts. And I can 
remember [Eddie Leonard. Eddie Leon- 
ard has done more to help me learn about 
myself as a person, or if you please, as 
a teacher-person, than any other single 
individual with whom I have come in 
contact. 


Eddie Leonard was always getting in 


my hair. He was in the eighth grade. I 
can see him now. Somebody would be 
painting a bookcase, and Eddie would 
walk around and let sawdust out of his 
hand—just close enough. He took tin 
snips and snipped off girls’ braids. An- 
other time he took a hot glue brush and 
not only put it in another boy’s face, but 
turned it as he put it in. 


L.et me jump ahead. Some years after- 
wards | was at Great Lakes Naval 
Training Station, as Officer in Charge 
of the Storekeeper School. Those of you 
who have had military experience know 
that one of the peculiarities of military 
life is that the officers do all the thinking 
for you. They tell you when to get up, 
when to go to bed, how much to eat and 
how long it should take you to eat. And 
since we had eighty students entering 
every two weeks, staying for sixteen 
weeks, we had an orientation and indoc- 
trination program in which I tried to 
explain to the students what they could 


: 

y 

‘Pree 

# 

> 

‘ 
at 
if > 

ae 

* 


798 


expect of me and what we would expect 
ot them. 


As I was talking to this group of 
eighty | saw, in the back, a familiar face. 
And after the orientation was over, 
down came this person whom I had 
known as Eddie Leonard in the eighth 
grade, now grown. 


| said to Eddie, “What the devil are 
you doing here?’ He said, “Mr. Lowe, | 
am going to become a_ storekeeper.” 
Well, I told him, “You can’t become a 
storekeeper, so let's not kid ourselves.” 
Eddie Leonard drew himself up and 
said, “Tell you what, Mr. Lowe, I will 
bet you a coke a week that I will pass 
every test.” (We had weekly examina- 
tions in effect at that time.) 


Well, I am not a gambling man and, 
as you well know, it is illegal to gamble 
in the military; but when a thing is a 
sure thing, it is not gambling, so I took 
him up on it. 


| will say this very briefly: It cost me 
three quarters of a case of Coca-Cola. 
Eddie Leonard graduated second from 
the top in that particular class. 


Which brings me back to that other 
experience [ had back in Westwood, 
Massachusetts. This time a woman 
teacher, not much taller than Eddie 
Leonard, brought him in. T was sitting 
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behind that psychological _ barrier, 
sometimes referred to as the desk, when 
she brought him in. She said to me, “Do 
you know this boy?’ I said, “I do. I 
suppose he is in trouble again.”’ She said, 
“He is!” I said, “Leave him to me,” 
though I didn’t have the slightest idea 
what | am going to do with him. Then 
| attempted to apply all the psychological 
tricks I knew—one of which was to ig- 
nore him. 


Eddie Leonard proceeded to do what 
he always did when he came in to see 
me after school: First he went around 
and swept all the benches; then he 
closed all the vices, putting the handles 
vertical; then he cleaned the machines, 
cleaned the chalkboard, and emptied the 
rubbish. He did all the things we had 
hoped we were teaching him to do dur- 
ing the school day. 


After he had done these things, he 
took the seat closest to me but, of course, 
| continued to ignore him. When I could 
stand it no longer, I looked up at him 
and said, “Eddie Leonard, you are a 
strange boy. I cannot understand you. 
You are an entirely different person 
after school than you are during school.” 
| can see Eddie Leonard today, with 
tears coming down both sides of his 
face, saying to me, “You know, Mr. 
Lowe, I was just thinking the same thing 
about you.” 
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Symposium: Are We Good Teachers? 


WHAT ARE TEACHING TOOLS AND HOW CAN 
BE USED EFFECTIVELY? 


RicHarpD B. Lewis, Ep.D. 
SAN JOSE, CALIFORNIA 
BY INVITATION 


THE first two presentations this morn- 
ing have emphasized that learning 1s a 
change of behavior resulting from expe- 
rience. The role of the teacher 1s to se- 
lect, organize, and supervise the experi- 
ences designed to change the behavior 
‘of students; learning experiences may 
be assignments to be read in textbooks, 
may be lectures to be heard and demon- 
strations to be observed, or may be 
physical participation of the learner in 
some project or exercise. 


Most learning takes place as a result 
of a complex combination of sights, 
sounds, smells, symbols, and things ma- 
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Presented at the Special Program of Teachers’ Sec- 
tions: Ophthalmology and Otolaryngology, at the 
Sixty-Third Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 
12-17, 1958, Chicago. 


The presentation was based upon the use of slides, 
transparencies, models, charts, short excerpts from 
films, printed and duplicated materials, and other 
audiovisual devices. Several persons assisted in the 
presentation by demonstrating specialized materials. 
It was necessary, therefore, for the author to modify 
the transcript for this publication. 


Persons who assisted in preparation of materials 
and facilitated the presentation included Richard A. 
Buckingham, M.D., Assistant Professor of Otolaryn- 
gology, and Maurice D. Pearlman, M.D., Assistant 
Professor of Ophthalmology, University of Illinois, 
College of Medicine; Mrs. Maria Ikenberg, Assistant 
to Francis L. Lederer, M.D., University of Illinois, 
College of Medicine; Miss Audrey M. Skaife, Ad- 
ministrative Assistant, Medical Audio-Visual Insti- 
tute, Association of American Medical Colleges; Mr. 
Jack Mayer, Tecnifax Corporation; Mr. George 
Klauke, Polaroid Corporation; Mr. James O. James, 
Ditto Corporation; Mr. Tames Addy, Crossley Asso- 
ciates, representing KIN TEL of San Diego. 
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nipulated. These have been called audio- 
visual aids, but the term “aids” may give 
a false connotation: the tools used in 
teaching are the very stuff of learning 
experience. 


This presentation is an overview of 
some of the devices and materials that 
are widely available and generally ac- 
cepted as valuable tools for teaching in 


any field. It is the responsibility of each 
teaching specialist, knowing his subject 
matter, his students, and the objectives 
of the course of study, to select teaching 
tools wisely and to use them skillfully. 
The teaching specialist in a_ well- 
equipped institution will have assistance 
in the selection, preparation, and utiliza- 
tion of his materials, and thus he will 
be encouraged to use them. 


There 1s an expression of concern 
among those who teach in medical col- 
leges —-at least among those who ex- 
amine the results of their teaching criti- 
cally—about the amount of knowledge, 
the number of skills, and the multiplicity 
of concepts to be mastered in preparing 
for service in the medical profession. 
The relatively small amount of time 
available for teaching and learning, in 
contrast with the vast amount of knowl- 
edge to be learned, is just cause for 
concern. However, few who teach have 
given sufficient attention to the meth- 
odology of creating changes in student 
behavior, and even less attention to the 
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technologic tools at the disposal of the 
teacher that hold promise of making 
learning more efficient and _ teaching 
more effective. 


For example, yesterday one of you 
said, in effect: When I am to give a lec- 
ture on my subject, I find it necessary to 
spend thirty or more minutes of my hour 
reviewing basic anatomy before I can 
plunge into my special contribution to 
the students. I asked: Do you have films 
or other materials from which the stu- 
dent could review the special and basic 
background information you want him 
to have before he attends your lecture? 
The answer was: He has no time for 
review. 


It is my challenge to you that it is the 
pre-eminent responsibility of every fac- 
ulty, and every teacher, to reappraise 
the value of faculty and student time as 
presently used, to find new means for 
self-directed study by the student that 
will give him the knowledge he needs at 
the time he needs it, to seek new proce- 
dures and new devices that make teach- 
ing more effective, and to concentrate 
the talent and energy of each specialist 
teacher on activities of optimum value 
to his students. 


You remember this picture? [Slide] 
It is Alice in “Through the Looking 
Glass” when she and the Queen were 
running: 


Still the Queen kept crying, “Faster, 
faster,” and they ran so fast they seemed to 
skim through the air. When they stopped, 
exhausted, Alice looked around. “Why, I 
believe we have been under this tree the whole 
time; everything is just as it was.” “Of 
course it is,” said the Queen. “It takes all the 
running you can do to keep in the same place. 
If you want to get someplace, you must run 
at least twice as fast as that.” 


For the next few minutes, let us ex- 
amine together some of the devices that 
can accelerate and intensify learning. 
Some of them are extremely familiar, so 
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familiar that we may have forgotten to 
re-examine how we use them, or we just 
may have forgotten to use them at all. 
Some of them may be new to you, or, 
perhaps, you have not accepted them as 
desirable tools for your own teaching. 


MOTION PICTURES 


The film clips we shall show now cer- 
tainly will not teach you anything about 
your specialties. But, think now why 
films are not more and better used. We 
have asked Dr. Richard A. Buckingham 
(University of Illinois, College of Med- 
icine) to comment on the first film se- 
quence. 


Dr. BucKINGHAM: The first film shows 
an endoscopic view of the larynx and trachea, 
going down to the right main bronchus and 
the left main bronchus. 


The endoscopic camera will bring out to 
the student something he cannot see in any 
other way. There is no possibility of dem- 
onstrating these things to a large group of 
medical students except through the medium 
of photography; at the same time it gives 
the student a clinical view of a carcinoma of 
the main bronchi—as you will see. [Films] 


The next film will be an endoscopic view 
of an eardrum. [Film] You all know the 
problem of trying to show students—new 
students in particular—an eardrum. It is im- 
possible to do this for a large group except 
through the use of the camera. Again, look- 
ing at this view of the eardrum will 
help the student to understand what he is 
trying to learn. 


Here are examples of teaching mate- 
rials made possible by technology. The 
following are some photographs that 
were made by using a still camera with 
appropriate accessories. They were made 
by specialists who know what must be 
shown and how to picture it. 


Dr. BucKINGHAM: Another view of the 
eardrum, such as we have here, will show 
the student the appearance of an acute otitis 
media [Slide] and the same eardrum six 
weeks later after complete healing [Slide]. 


the student the 
and here we have 


You are able to show 
eustachian tube [Slide] 
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adenoid tissue. A large polyp is shown 
[Slide]. These pictures are the convenient 
way to show such subjects to large groups 
of students. 


This is the Holinger-Brubaker still 
camera, used in making the slides you 
have seen [Slide]. And this is_ their 
camera used to make the motion picture 
films just shown [Slide]. These are 
examples of special tools that can make 
teaching materials for you. 


We have hundreds of miles of medical 
motion pictures, and thousands of slides 
have been made. However, all this mate- 
rial must be edited with great selectivity 
and with a plan to make the selections 
valuable in teaching; and they must be 
provided with an appropriate commen- 
tary. They must be specially treated if 
they are to serve as teaching tools. 


As an example of a special method 
in using film and slide materials, Dr. 
Maurice D. Pearlman (University of 
Illinois, College of Medicine) will dem- 
onstrate a motion picture upon which a 
special sound track has been placed by 
a magnetic process similar to that used 
in tape recording; simultaneously, he 
will use a projected slide on this screen 
at one side of the motion picture screen. 


Dr. PEARLMAN: These illustrations deal 
with a case of arteriovenous fistula affecting 
the right side. On the right screen you see 
a normal arteriogram and the abnormal ar- 
teriogram side by side. On the central screen 
is a motion picture of our patient showing 
proptosis, redness and immobility of the right 
eve. The magnetic scund track makes diag- 
nostically apparent the loud bruit which was 
present. 


Let me tell you about an interesting 
application of this two-screen technique 
used in teaching. Pan American Air- 
ways, in their training center in San 
Francisco, briefs pilots by projecting 
wide-screen motion pictures taken from 
the pilot position in their airplanes; the 
views are, for example, of the approach 
and landing at a field in some foreign 
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country. On a smaller screen, at one 
side, maps normally used by the pilots 
are projected showing the map orienta- 
tion in relation to the actual visual ap- 
pearance of the area. Thus, map symbols 
and reality are correlated in a memor- 
able way, at a great saving of money 
and time, and with great effectiveness, 
according to both pilots and administra- 
tors. This example, as well as that shown 
by Dr. Pearlman, reveals an inventive 
approach to teaching. 


The next film has been available for 
many years from Encyclopaedia Britan- 
nica Films: “Ears and Hearing.” In it 
is some rare and important live photog- 
raphy put together with carefully 
planned animated drawing sequences de- 
signed to teach (Film). Footage from a 
motion picture camera is only raw mate- 
rial for teaching; the skills of teachers, 
artists, and film-makers combine to make 
from it effective teaching tools. 


We all know that films, especially 
those designed for the purpose, can 
teach. Why do we not make a concerted 
effort to exploit the potential of films 
to produce more efficient teaching and 
learning ? 


THE OVERHEAD PROJECTOR 


This device is an ideal tool for lec- 
turers (fig. 1). (Demonstrating) You 
face your audience, you have your ma- 
terials in front of you, you can point to 
significant data as the audience follows 
the enlarged image on the screen. Note, 
too, that the room lights are on; stu- 
dents can take notes. These large slides 
(called “transparencies” to differentiate 
them from smaller projected materials ) 
show some capabilities of the device as a 
teaching tool. [Slide] These line draw- 
ings were sketched by an_ instructor. 
[Slide] Note sequential exposure of 
ideas in this transparency as each “over- 
lay” is placed over the basic drawing. 
| Slide] In this slide the elements of the 
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FIG. 1—-Overhead projection is one of many techniques to facilitate teaching with locally prepared 
materials. Step-by-step presentation of technical information, in colors, is under complete control of 


the teacher. 


human eye are added in proper sequence 
—and in color—in order to clarify the 
presentation. Now, in order to show you 
how materials such as these can be pre- 
pared, Mr. Jack Mayer of Tecnifax 
Corporation will demonstrate high-speed 
preparation of diazo_ transparencies 
from simple sketches on tissue paper, 
producing “‘overlays” in color. | Demon- 
stration by Mr. Mayer] 


Occasionally, you will want a_ slide 
prepared on short notice, perhaps a pho- 
tograph of some interesting and rare 


clinical phenomenon. Teaching can be 
dynamic and challenging when useful 
materials are readily available to a class. 
Mr. George Klauke of the Polaroid Cor- 
poration will demonstrate the use of the 
Land Camera in making  slides-while- 
you-wait. |Mr. Klauke presented a se- 
ries of pictures showing the Polaroid- 
Land process for making slides and 
demonstrated by making a slide for the 
audience. | | 


The speed of the process shown you 
by Mr. Klauke, and the quality of the 
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result, should suggest to you how valu- 
able this process may be in teaching. 


GRAPHIC MATERIALS 


Because of our brief time, | can but 
comment quickly on some of the graphic 
materials we have here. Do you use such 
devices and materials in your teaching? 
If you do not use them, what is the rea- 
son’ Are they not available? Are they 
inconvenient to use? Do you question 
their value? As | point to them, think 
of possibilities for using them in your 
teaching. 


Here are some models of several 
types and some can be dis- 
assembled, some are skillfully color cod- 
ed. These provide reliable guides to 
learners. 


S1Z@S 


Here are charts, some mounted on 
cloth (by a new, inexpensive, and sim- 
ple process, using a material called Char- 
tex) for durability and for convenient 
handling and storing. Here is a “flip 
chart” easel, on which drawings can be 
made during a presentation, or pre- 
pared before class; here is an acetate 
overlay over a drawing, prepared in 
advance, used to clarify one point in a 
lecture. These are felt pens, one of a 
number of drawing materials that per- 
mit color sketching and lettering with 
minimal technical skill. This 1s a “hot 
press” for permanent mounting of pho- 
tographs and other illustrative materials 
used in teaching. This is a chalk board; 
the fact that it is made with a metal base 
permits the mounting of materials on it 
by magnets. Much class time can be 
saved by using such prepared materials 
in combination with the familiar white 
and colored chalk. And it is probably 
safe to say that few teachers have de- 
veloped their full capacities as effective 
users of the chalk board. 


In your hands we have placed some 
materials done on the fluid duplicator, 


SYMPOSIUM: ARE WE GOOD TEACHERS? 


803 


thanks to Mr. James O. James, of the 
Ditto Corporation, who, with Mrs. 
James, ran the materials for us this 
morning. Note the simple sketch, in col- 
ors, with the appropriate key to guide 
interpretation ; note, too, the visualized 
quiz,in some cases a more accurate meas- 
ure of learning than a verbalized exam- 
ination. Have we all thought of the 
fluid duplicator as a flexible, inexpen- 
sive, and desirable teaching device, and 
have we exploited its full possibilities ¢ 


Note, too, in the package of duplicat- 
ed materials, the source directory im 
which are listed the materials and equip- 
ment used here today. The list is brief, 
of course, but it is indicative of the wide 
variety of teaching materials and equip- 
ment available, and the many suppliers 
who can give assistance to specialists de- 
veloping teaching materials. We are 
not advertising any particular product; 
we are making an appeal to you as teach- 
ers to become acquainted with the tools 
of special value in teaching. 


CLOSED CIRCUIT TELEVISION 


Limited time makes it impossible for 
us to demonstrate everything we have 
here today, but | am impelled to take a 
few moments to discuss television. You 
are familiar with the elaborate and high- 
ly praised demonstrations of television 
as used in medical instruction. The Ra- 
dio Corporation of America literature on 
the table at the door describes some 
typical installations now use or 
planned for medical colleges. However, 
television need not be complex or costly ; 
here is simple equipment for black-and- 
white television that is relatively inex- 
pensive and that has been proved useful 
in many teaching situations. We have 
seen it used in dentistry, in surgery, and 
in other medical applications; it can be 
used with a microscope ; it can be adapt- 
ed for either manual or remote opera- 
tion. While numerous excellent systems 
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of this type are now manufactured, we 
are grateful to KIN TEL of San Diego, 
California, for providing this equipment 
for you to see. 


Now, in summary, how can we obtain 
and use all these resources we have ex- 
plored today in our daily teaching? 
There are three levels of service that 
implement wide use of effective teaching 
tools in classrooms and _ laboratories. 
These services, by the way, are common- 
place in many military, industrial, and 
educational organizations and _institu- 
tions. 


First Level of Service: The instruc- 
tor, himself. Many individuals who teach 
have the talent and find time to produce 
films, slides, charts, models, and other 
teaching tools, if the institution in 
which they work provides facilities and 
machinery necessary for preparation of 
such materials. This level of materials 
preparation, however, may not be the 
most efficient use of instructor time and 
talent. Thus, the second level of service 
is suggested. 


Second Level of Service: A center 
for preparation and circulation of mate- 
rials within an institution. Here, artists 
and technicians are assigned to make 
teaching materials and to work directly 
with and for instructors. As teaching 
and learning problems are identified, as 
inefficiency in teaching is recognized, a 
team of talent is used to find the best 
materials, the best media, and the best 
method of subject presentation to solve 
the problem defined by the teacher. The 
teacher is the subject matter expert, but 
specialists with appropriate skills can 
help the teacher in thinking through his 
presentation problems and can then pro- 
duce and supply effective materials as 
required. 


Then, too, the well-organized teaching 
materials center also assists the instruc- 
tor by locating and making available to 
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him ready-made materials from sources 
outside his institution. By using these 
two types of instructional materials 
services, an instructor can improve his 
teaching and facilitate the learning of 
his students. 


Third Level of Service: This level of 
service is within your grasp, and it is 
economical if properly organized and 
administered. Your profession and your 
institutions could and should support a 
national center for circulation and re- 
production of teaching materials com- 
monly needed in your specialties. Per- 
haps this Academy could sponsor such a 
center. In it, a few qualified people, with 
proper facilities and with carefully con- 
sidered directives and policies to guide 
them, could render tremendous service 
to all teachers in all institutions in your 
fields of specialization. Such a center can 
be started on a relatively conservative 
scale, and expanded as services justify 
confidence and as teachers in institutions 
recognize and utilize the values of the 
services offered. 


These levels of service just outlined 
are not at all novel. Such organizations 
as International Business Machines 
Corporation, the United States Navy, 
and many educational institutions have 
developed such programs, producing and 
circulating all the materials we have 
discussed today. 


Finally, then, the responsibilities 
placed upon teachers today demand bet- 
ter, more efficient methods of teaching 
than have been accepted as satisfactory 
in the past. Just as books were once 
grasped as a technologic aid to learning, 
supplementing the voice of the teacher 
and placing responsibility for learning, 
at least in part, directly in the hand of 
the student, now newer technologic 
aids to implement teaching and learning 
are available in great variety. Teachers 
must explore these aids, must select 
those appropriate to a multitude of 
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teaching and learning tasks, and must 
learn to use them wisely and well. And 
institutions, both local and national, 
must devise methods of helping teaching 
personnel to locate, develop, and produce 
appropriate materials. There is ample 
evidence that the results will be worth 
the cost and the effort. 


A Few Sources OF 
AUDIOVISUAL RESOURCES 


AUDIOVISUAL EQUIPMENT 
The Audio Visual Equipment Directory 
National Audio-Visual Association 
Fairfax, Virginia—220 pp.—.75 
16 mm. Motion Picture Equipment 
Slide Projectors 
Opaque Projectors 
Tape Recorders and Players 
Screens 
Projection Pointers 
Equipment and Materials for Local 
Products 
Filmstrip: Projectors 
Overhead Projectors 
Special Purpose Projectors 
Record Players 
Tables and Stands 
Film Library Equipment 
Where To Buy It 
Also Trade Directory (50€) 


DIAZO PROCESS MATERIALS 
Tecnifax Corporation 
195 Appleton Street 
Holyoke, Massachusetts 


Ozalid Corporation 

Division of General Analine 
and Film Corporation 

Johnson Citv, New York 


GRAPHICS MATERIAL 

Arthur Brown and Bros., Ince. 

2 West 46th Street 

New York 36, New York 

Lewis Artist Supply Co. 

6408 Woodward Street 

Detroit 2, Michigan 

and Local Art or Engineering Supplies 
Establishments 


MAGNETS 
Miami Magnet Company 
3240 N. W. 27th Avenue 
Miami 42, Florida 
Ronald Eyrich 
1091 North 48th Street 
Milwaukee &, \\Visconsin 
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DUPLICATING MACHINES—Fluid 


Standard 

“Ditto” 

(Local dealers) 

“See the Yellow Pages” 


POLAROID CAMERAS 


Polaroid Corporation 
Cambridge, Massachusetts 
(Local camera stores) 


FLANNEL BOARDS AND ACCESSORIES 


Self Teaching Aids 

9616 South Normandie Avenue 
Los Angeles 14, California 
lohn C. Winston Co. 


1010 Arch Street 
Philadelphia, Pennsylvania 


CLOSED CIRCUIT TELEVISION EQUIPMENT 


Dage Television Division of 
‘Thompson Products, Inc. 

West 10th Street 

Michigan City, Indiana 


General Electric Company 
Electronics Division 

Technical Products Department 
Electronics Park 

Syracuse, New York 


General Precision Laboratories. Inc. 
63 Bedford Road 
Pleasantville, New York 


KIN TEL 
5725 Kearny Villa Road 
San Diego 12, California 


Radio Corporation of America 
Broadeast and Television Equipment 
Commercial Electronics Products 
Camden, New Jersey 


Sarkes Tarzian 

Broadcast Equipment Division 
East Hillside Drive 
Bloomington, Indiana 


MATERIALS— 
SLIDES——-PLASTIC CONTAINED MATERIALS 


General Biological Supply House 
8200 South Hayne Avenue 
Chicago 20, Illinois 


Ward’s Natural Science Establishment 
3000 Ridge Road East 
Rochester 9, New York 


Denoyer-Geppert Co. 
5235 N. Ravenswood Avenue 
Chicago 40, Il. 
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SUMMATION FOR OTOLARYNGOLOGY 


ALBERT C. FURSTENBERG, M.D. 
ANN ARBOR, MICHIGAN 


CONTRARY to Dr. Lowe’s introduction, 
I must say categorically and unequivo- 
cally that | welcome this opportunity to 
participate in this Teachers’ Section. It 
is not often in the life of a Dean that he 
has an opportunity to have the last word. 


| need not take your time to tell you 
that I do not know how to discuss med- 
ical education from the standpoint of 
the psychologist. I wish I did. I marvel 
at Dr. Frank’s knowledge of the teach- 
ing processes, and his understanding of 
our problems. 


I cannot even discuss medical educa- 
tion from the standpoint of the academi- 
cian. | envy Dr. Lowe’s ability to analyze 
education, and to tell us what is good 
and what is bad. 


I can, however, discuss medical edu- 
cation from the standpoint of what I 
think the doctor needs to know in order 
to practice otolaryngology with credit to 
himself and safety to his patients. I’m 
going to deal, therefore, with some of the 
practical problems of medical education, 
as I see them, in the field of otolaryn- 
gology. 


I believe you will agree that ophthal- 
mologists and otolaryngologists are fac- 


Dean of the University of Michigan Medical School, 
Ann Arbor. 

Presented at the Special Program of Teachers’ Sec- 
tions: Ophthalmology and Otolaryngology at the 
Sixty-Third Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 
12-17, 1958, Chicago. 


ing some urgent and compelling prob- 
lems in American medicine today. Some 
of them are the result of success itself; 
others are obviously due to change. It is 
going to be necessary for our young 
doctors to become acquainted with these 
problems and to qualify to function ade- 
quately in solving them if we are going 
to meet the needs of education in these 
two fields. 


If the young doctor is interested in 
progress, if he is concerned with our 
rapidly increasing population, if he be- 
lieves in the miracle of prolonging life 
and maintaining it useful and effective, 
then I believe he must proceed resolute- 
ly to solve the problems important to 
adequate public service in these two dis- 
ciplines of medicine. 


What are some of these problems 
within our medical schools’ As I have 
watched our medical curriculums over 
the years, | have been appalled at the 
manner in which they have grown. Cer- 
tain subjects have been pushed out into 
the periphery, but the mass remains in- 
tact. 


In my experience as dean of a medi- 
cal school, I have never seen a disposi- 
tion on the part of anyone to subtract 
something from the medical curriculum 
— additions being easier, our curricu- 
lums have grown by leaps and bounds 
until now they have become cumbersome 
and unwieldly. Therefore, I believe that 
the great challenge before us today is to 
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restructure our curriculums in a way 
that will offer to the medical student in 
a four-year period that knowledge es- 
sential to the general practice of medi- 
cine. We must revise our medical cur- 
riculums if we are going to find a place 
in them for ophthalmology and otolaryn- 
gology. 


[ should like to say with all the seri- 
ousness of which | am capable that oph- 
thalmology and otolaryngology are im- 
portant and basic principles in the prac- 
tice of medicine. No doctor can conduct 
a general medical practice with satis- 
factory service to his patients unless he 
has a working knowledge of diseases of 
the eyes, ears, nose, and throat. My ex- 
perience with some practitioners in our 
metropolitan areas, and also in rural 
communities in Michigan, convinces me 
that a very significant part of the gen- 
eral practitioner’s daily responsibilities 
is in the field of ophthalmology and oto- 
laryngology. 


Moreover, there is a great demand for 
ophthalmologists and otolaryngologists 
in this country today. The field is ex- 
ceedingly barren. The public is insisting 
upon the services of these specialists. If 
anyone doubts this statement, I call at- 
tention to the recent experience of one 
of our staff members. This young man, 
about to complete his training in oto- 
laryngology, advertised with one of the 
ethical professional agencies for a place 
to practice otolaryngology. He received 
more than two hundred invitations to 
practice otolaryngology in widely dis- 
tributed areas of this country. 


Medical students are becoming aware 
of the fact that both of these fields are 
barren, and that they offer them an ex- 
cellent opportunity for practice. It is up 
to us now to exert every influence to es- 
tablish comprehensive programs of oph- 
thalmological and otolaryngological train- 
ing in our medical schools in order that 
we may properly impress our under- 
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graduate students during their formative 
period of life and give them every in- 
centive to apply for postgraduate educa- 
tion in these fields. We must proceed 
resolutely to mobilize all our resources 
in the interest of adequate facilities for 
undergraduate instruction in these es- 
sential surgical disciplines. 


Come now to the important question. 
How can this be done? First, we must 
have strong leadership in academic oph- 
thalmology and _ otolaryngology. We 
must have inspiring teachers; dedicated 
teachers, of recognition, and national 
scope; strong resourceful individuals 
who will command the respect of their 
colleagues and work diligently for the 
organization and development of their 
departments. 


Let me tell you what happened one 
time at a meeting of a curriculum com- 
mittee in one of the medical schools of 
this country. It was called to order for 
the purpose of organizing a department 
of otolaryngology. An argumentative 
discussion arose regarding the number 
of hours which should be given to this 
feld—two hours a week? four hours 
a week? or what have you? Finally, 
someone said, “Why do we need oto- 
laryngology in the curriculum anyway ?” 
There was a vote to abandon the idea. 
It was carried. Three years have passed 
and this medical school, as far as I am 
aware, has not organized a department 
of otolaryngology. 


There is another serious handicap to 
otolaryngology and ophthalmology in 
our medical schools today; namely, the 
exceedingly small number of auton- 
omous departments. You know that in 
most of our medical schools, the di- 
visions of otolaryngology and ophthal- 
mology are in the department of sur- 
gery. This is certainly a serious ob- 
stacle to progress, both administrative- 
ly and academically. It is only natural 
that the chairman of the department of 
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surgery is primarily interested in sur- 
gery; he will use his budget almost ex- 
clusively for surgery, and a few of the 
other surgical specialties; such as urol- 
ogy, thoracic surgery, neurosurgery, and 
orthopedics. If he has anything left over, 
he may allocate it to the departments of 
otolaryngology and ophthalmology, but 
this seldom happens. 


| have had enough experience as a 
dean of a medical school to know that 
there is seldom anything left over in the 
surgical budget, and so the departments 
of otolaryngology and ophthalmology go 
into a period of decadence, menacing to 
their growth and perhaps also to their 
very existence. 


So I say with emphasis that we must 
have autonomous departments of oph- 
thalmology and otolaryngology in the 
medical school, and they must be under 
the leadership of strong, resourceful 
men of academic dedication who will 
fight for a place of dignity for these 
two fields in the medical curriculum. 


They must obtain adequate budgets 
for three important purposes of their 
departments; medical education, re- 
search, and the care of the sick. There 
is no line of demarcation between these 
three important programs. A depart- 
ment is only as strong as the chain that 
links together good teaching, sound re- 
search and unimpeachable practice. 


I should like to turn now to some 
genuine, practical recommendations for 
the education of undergraduate medical 
students in ophthalmology and _ otolar- 
yngology. 


First, teach the student how to ac- 
quire efficiency in taking histories and 
in examining the eyes, ears, nose and 
throat. This requires hours of expe- 
rience with patients in the out-patient 
departments and in the wards. In my 
opinion, nothing takes the place of bed- 
side instruction, and nothing is more 
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important than one’s ability to see the 
eyes, ears, nose and throat. The student 
must learn how to use his instruments 
and lights properly, and to be able to 
differentiate the normal from the ab- 
normal. 


Second, teach the student efficiency in 
the interpretation of laboratory find- 
ings, important clinical skills, and sound 
principles of therapeutics. I mean par- 
ticularly the interpretation of audio- 
grams, the evaluation of histopathology 
grossly and microscopically, the under- 
standing of blood smears, and other 
common laboratory findings which come 
to our attention daily. 


With regard to sound principles of 
therapeutics, teach the student the mini- 
mum use of drugs and the selection of 
those that will be of benefit to his pa- 
tients. Teach him not to give penicillin 
to every patient who enters his office. 
Point out specifically its worthlessness 
in the treatment of hysterical aphonia 
and progressive nerve deafness. I’ve 
seen it used in such cases altogether too 
often. 


Teach the student how to establish 
habits of continuing education. Study is 
a solitary activity —a lone accomplish- 
ment. One’s thinking one does 
alone. Counsel and guidance are neces- 
sary; and these are the true functions 
of the teacher. However, the student 
must develop resourcefulness and self- 
reliance. He must do some independent 
work if he is to obtain a full measure 
of education in medicine. 


best 


Finally, teach the student an under- 
standing of professional and_ ethical 


principles, and a respect for them. Ethics 
and principles are not taught medical 
students by lectures. They are learned 
from deeds and examples. Five or six 
hours of preaching medical ethics means 
nothing compared to what the student 
observes in his classes, laboratories and 


ok 
~ 
28 
ei 
ge 
Ag 


NOV.-DEC. 


1959 SYMPOSIUM: ARE WE GOOD TEACHERS? 


operating rooms. One of the best courses 
in medical ethics offered in our medical 
school today is the history of medicine. 
In presenting the biographies of great 
men in medicine, their ideals and deeds, 
impressive records to emulate, are pre- 
sented to our students. Where character 
and integrity have commenced in the 
home, ethics will not fail of lasting rec- 
ognition in the end. 


Come now to my final recommenda- 
tion. I should like to urge that we pro- 
mote and organize a teaching institute 
in this American Academy of Ophthal- 
mology and Otolaryngology. These have 
been conducted in a most successful way 
by the Association of American Medical 
Colleges and in some of our medical 
schools in this country. They are inspir- 
ing and provocative. They are organized 
somewhat in this manner: 


The faculty meets in general assem- 
bly where three or four challenging pa- 
pers, such as we have heard this morn- 
ing, are presented by medical educators. 
They may deal with patterns of educa- 
tion and raise the question: What are 
we trying to do, and how are we going 
to do it? The group then divides into a 
number of panels, each under the lead- 
ership of a chairman who has prepared 
an agenda from questionnaires previous- 
ly issued to all members of the faculty. 
The members of the various panels place 
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themselves upon the block of  self- 
analysis, explore their motives, evaluate 
their objectives, and come up with some 
of the right answers. 


Believe me when | tell you that such 
a teaching institute is an auspicious time 
for a meeting of minds. The members 
of the panel make an honest, factual, 
nonemotional approach to their prob- 
lems and arrive at a practical program 
of action. 


An institute of this kind should be 
well represented by the deans of our 
medical schools; more important, per- 
haps, it should be well attended by 
professors and chairmen of departments 
of surgery. It would be a sad commen- 
tary if the American Academy of Oph- 
thalmology and Otolaryngology, as a 
leading apostle of education in this coun- 
try, were unable to tackle this job step 
by step, direct opinions to the real is- 
sues in education and find the answers 
to the problems which I think need to 
be solved in our medical schools today. 


I conclude by saying that we need to 
find a place in the curriculums of our 
medical schools for ophthalmology and 
otolaryngology; we need to establish 
autonomous departments in the two 
fields; and we need to hold a teaching 
institute in these two important disci- 
plines of medical education. 
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Symposium: Are We Good Teachers? 


SUMMATION FOR OPHTHALMOLOGY 


ALSsSon E. BRALEy, M.D. 
IOWA CITY, IOWA 


THE exciting program we have heard 
this morning must be brought to oph- 
thalmologists and otolaryngologists. As 
I see it, our responsibility is twofold: 


One is the undergraduate program 
of which Dr. Furstenberg has spoken, 
and the other is postgraduate education. 


In the area of postgraduate education, 
| think that we, in both fields, have three 
responsibilities. We must train prac- 
titioners, we must train professional 
teachers, and we must train investiga- 
tors. For the past several years, especial- 
ly in ophthalmology, we have been train- 
ing practitioners. We have neglected the 
helds of teaching and investigation. 


A professional practitioner may not 
make a good teacher. A _ professional 
teacher of ophthalmology or of otolaryn- 
gology must be trained in_ teaching 
methods. 


When should this desire for teaching 
be developed? It is our responsibility to 
develop this intrinsic desire before it is 
completely lost in the task of learning to 
“count,” as we learn to “count” in oph- 
thalmology, particularly. 


Technical training overshadows the 
desire to teach; therefore, technical 


From the department of Ophthalmology, State Uni- 
versity of Iowa College of Medicine, Iowa City. 


Presented as a Special Program of Teachers’ Sec- 
tions: Ophthalmology and Otolaryngology at the 
Sixty-Third Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 
12-17, 1958, Chicago. 


training will make practitioners. Most 
students are taught to “regurgitate,’’ as 
has been brought out. This regurgita- 
tion is a necessary process of taking ex- 
aminations, and very few of the men we 
get are actually ever taught to think for 
themselves. They are taught to retell 
what the professor or the teacher has 
been attempting to teach them. Many of 
the things taught by the professor are 
old wives’ tales, only modified by the 
fact that they have been brought up to 


« late. 


Surely, it is necessary to remember 
some of these so-called fundamentals, 
but this never gives the student an op- 
portunity to think for himself. When 
should the thinking process begin in 
postgraduate education? It should begin 
the day the man reports for his resi- 
dency. If he becomes completely 
bogged down with nothing to do but to 
see one patient after another and to han- 
dle enormous services, then he only takes 
those facts that his teacher wants to deal 
out; therefore, how can he _ possibly 
learn to think for himself ? 


These are some of the things for 
which I think we should strive in devel- 
oping teachers: Develop teachers who 
will teach the student to think for him- 
self and not try to make him learn 
things we have learned as_ students, 
things that probably may be wrong. 


Do we want to destroy the tremendous 
desire of so many of our young men 
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who come to us wanting to do some- 
thing’ We tend to destroy it by saying, 
“This is the way it has always been, and 
therefore it is the right way.” How can 
we develop investigators? We can de- 
velop investigators if there is the desire 
for investigation. We must develop in- 
vestigators because these three groups 
are essential to our further progress. 


May | reiterate that we must develop 
professional teachers and_ professional 
investigators, in addition to the profes- 
sional practitioners. These are the re- 
sponsibility of postgraduate education. 


Let us try not to destroy the desire of 
the young resident who comes for his 
training, that desire to either investigate 
or teach, by bogging him down with an 
enormous amount of detail. Try not to 
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destroy all of his initiative before he has 
a chance to demonstrate his own ability. 


We have, then, these responsibilities 
that are most important not only in un- 
dergraduate education, but also in grad- 
uate education. 


In the National Institute of Health, 
the authorities have recognized the ne- 
cessity of investigators and professional 
teachers. A teacher may or may not be 
an investigator, but a teacher must rec- 
ognize investigative methods. For that 
reason there are many ways in which 
a young man can be trained, and 
this is part of the problem of the Na- 
tional Institute of Health Grant Award 
Program. There is no best method of 
training. I believe the best way is to 
give each man an opportunity to show 
himself. 
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Sn Hemoriam 


William W. Alderdyce..................... Toledo, Ohio 
July 3, 1959 


Marvin McTyeire Cullom............Nashville, Tennessee 
June 29, 1959 


Kendall Michigan 
July 1, 1959 


Francis Lawrence Kennedy............St. Louis, Missouri 
Tune 13, 1959 


John William Mayher.................Columbus, Georgia 
July 11, 1959 


Archibald Duncan McCannel........ Minot, North Dakota 
July 22, 1959 


August 5, 1959 


August 12, 1959 


George Henri Poirier..............Boston, Massachusetts 
August 8, 1959 


Robert Sellman Gray Welch..........Amnnapolis, Maryland 
August 5, 1959 
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EDITORIALS 


EMPLOYMENT REGISTRY FOR SCIENTISTS 


Since its inception in 1896 it has been 
the aim of the American Academy of 
Ophthalmology and Otolaryngology to 
promote and advance the science and art 
of medicine appertaining to the eye, ear, 
nose and throat. Achievement of this ob- 
jective of the Academy is accomplished 
by education through instruction. In or- 
der to facilitate the growth of academic 
ophthalmology and otolaryngology in 
both the clinical and basic science areas 
in the various medical schools and asso- 
ciated hospitals and institutions across 
the country, it is proposed that a central 
position placement registry estab- 
lished. This registry will serve to aid in 
the placement of candidates completing 
training who desire academic and 1in- 
vestigative positions and will also facili- 
tate the replacement of those already in 
such positions who desire, for one reason 
or another, to take a different position. 
Such a registry will be of great value to 
the candidates looking for positions as 
well as to institutions seéking to fill posi- 
tions. It is proposed that this registry be 
administered by the American Academy 


of Ophthalmology and Otolaryngology 


in its central office. 


METHOD OF OPERATION 


The following procedure will be es- 
tablished : 


1. Institutions interested in filling a 
position will be asked to complete a one- 
page “position available” form provid- 
ing the registry with a description of the 
position and minimum general require- 
ments which must be met by a candidate. 
This form will be signed by the individ- 
ual authorized to sign for the institution 
and duplicated upon receipt at the regis- 
istry for subsequent distribution to can- 
didates. 

2. An individual wishing to obtain an 
academic or investigative appointment 
will be asked to complete a one-page 
“candidate available” form outlining his 
general qualifications, i.e., training and 
experience, and describing in general 
terms the type of position sought. Upon 
receipt, this form will also be duplicated 
for distribution to institutions. 
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3. As soon as a notice of a vacancy 1s 
received, the files arranged on a position- 
type basis will be searched for candidates 
who desire such a position. The institu- 
tion concerned will be sent a copy of the 
form of each candidate so found; this 
can probably be done by return mail. 
Periodic repeat searches will per- 
formed (e.g., monthly) until notification 
that the position has been filled. 


4. As soon as a candidate form is re- 
ceived, the files will be searched for 
available positions conforming to the 
type of position desired and copies of 
each institutional vacancy will be sent to 
the candidate. 


5. As soon as each position is filled, 
listings will be altered accordingly. The 
only condition imposed on candidates or 
institutions for this service will be an 
agreement printed above the signature 
on each form that the institution will 
advise the registry immediately upon 
filling the position and the candidate will 
do likewise upon accepting a position. 
Thus, the operation of the central place- 
ment registry will be practically com- 
pletely mechanical and impersonal. 


Since the operation of such a central 
registry will be of considerable service to 
scientists in the fields of ophthalmology 
and otolaryngology and since it will be 
devoid of bias because of the procedure 
outlined above, it is supported without 
reservation by a grant from the National 
Institute of Neurological Disease and 
Blindness. Furthermore, it will be free 
of certain implications that would be 
attendant upon a direct operation carried 
on by the Government. The Registry 
will be operated by the Academy without 
cost, fee or obligation to anyone using 
the services. 


The announcement of the establish- 
ment of the registry with information 
as to how it will be operated will be 
placed in various of the pertinent pro- 
fessional journals. 
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ANNUAL DUES — 1960 


A change in the Constitution and By- 
Laws of the Academy approved at the 
annual business meeting on October 15, 
1959, the 


Junior and Senior lellows. The reasons 


eliminates classification of 
for that classification of active fellows 
have faded with other traditions of the 
turn of the century and the economic 
stability of the ageing specialist. Since 
the beginning of the Academy, the new 
Fellow was listed as Junior, regardless 
of his age, until he had paid the stipulat- 
ed annual dues for twenty-five consecu- 
tive years. He then became automatically 
a Senior Fellow, and his annual dues 
were one half those of a junior. After 
payment of dues as a Senior for five 
consecutive years, he automatically be- 
came a Life Fellow and was no longer 
required to pay dues. The task of keep- 
ing records of fellowship was not too 
great when membership was relatively 
small. Now, however, it has become a 
time-consuming job that really serves no 
purpose. Furthermore, quite a few of 
the older members resent being classified 
as “juniors.” 


The classifications as revised are: Ac- 
tive Fellows, who shall pay dues for 
Life Fel- 
lows, who are exempt from dues after 
twenty-five years of membership in good 
standing ; Associate Fellows, whose dues 
are one half those of Active Fellows: 
Honorary Fellows, who pay no dues; 
Inactive Fellows, whose dues are waived 
by reason of poor health or retirement 
from practice. The dues of Active and 
Associate Fellows are determined an- 
nually by the Council. Beginning Jan- 
uary 1, 1960, the annual dues of Active 
Fellows will be $25.00; those of Asso- 
ciate Fellows, $12.50. 


twenty-five consecutive years : 
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AN IMPORTANT MESSAGE ... 


Members’ Professional Liability Insurance Program 


JosepH K. DENNIS CoMPANY, INC. 
Insurance Counsellors 
CHICAGO, ILLINOIS 


(This is the last article in a two-part series. The first article appeared 
in the July-August 1959 issue of the TRANSACTIONS. ) 


What limits of Professional Liability 
Insurance should a member carry? 
What limits of liability are available 
through the Academy’s Program ? 
To whom and how does the insured 
member report an incident that he 
feels may result in litigation against 
him? 

Is local legal counsel appointed for 
the insured member's defense ? 
What facilities are employed in un- 
derwriting the Academy’s Profes- 
sional Liability Insurance Program ? 


Ouestion: 
1. What limits of Professional Lia- 
bility Insurance should a member carry? 


Answer: 

A member should carry the maximum 
protection that is available to him, con- 
sidering his income and the worth of his 
estate. It has long been a misguided con- 
ception that if you carry only $5,000.00 
Professional Liability Insurance, this is 
all you would lose in the event of litiga- 
tion being brought against you. This, of 
course, is incorrect. Everything you 
have, your business, your home, your 
entire assets, and the income for the rest 
of your natural life could be seriously 
jeopardized in the event of a high judg- 
ment awarded against you. 


Ouestion: 
2. What limits of liability are avail- 
able through the Academy’s Program? 
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Answer: 

The high standard established by the 
American Academy of Ophthalmology 
and Otolaryngology in its selection of 
doctors applying for membership en- 
ables the underwriting company to offer 
limits of liability up to $200,000 on each 
claim and a $600,000 aggregate in any 
one year, which is double what the aver- 
age underwriting company will consider 
on an individually purchased basis. 


Ouestion: 

3. To whom and how does the in- 
sured member report an incident that he 
feels may result in litigation against 
him? 


Answer: 


Immediately upon learning of any 
possible litigation or suit to be brought 
against you, the Insurance Programs 
Service Division of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology should be notified so that action 
may be taken immediately. This will 
eliminate many possible unwarranted 
suits. 


Ouestion: 


4. Is local legal counsel appointed for 
the insured member’s defense ? 


Answer: 

Legal counsel of well-trained experts 
in the field of malpractice insurance is 
made available to the members for their 
defense in any threat of possible litiga- 
tion. 
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Question: 

5. What facilities are employed in 
underwriting the Academy’s Profes- 
sional Liability Insurance Program? 


Answer: 


The underwriting company and the 
administration office, in keeping with 
the Academy’s excellent reputation and 
high standards, are constantly endeavor- 
ing to bring you the finest service pos- 
sible. 


Claims are handled in the most ex- 
pedient manner possible, so that regard- 
less of whether litigation is valid or 
groundless, you are assured that prompt 
action will be taken on your behalf, using 
only the finest expert legal counsellors 
in the field of malpractice insurance. 


Facilities of the administration office 
and the underwriting company are al- 
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ways at your disposal, so that any prob- 
lem which might arise will be handled 
quickly in a professional manner. If at 
any time a question arises, you can be 
assured that only well-trained experts in 
the field of Professional Liability Insur- 
ance will be consulted for the answer. 


You may be certain that the adminis- 
tration office and the underwriting com- 
pany have made available to you the fin- 
est service possible, to handle all matters 
pertaining to Professional Liability In- 
surance. 


If you wish additional information on 
the Academy’s Professional Liability 
Insurance Program, direct your in- 
quiries to M. Faulkner, Manager, A. A. 
©. O. Insurance Programs Service Di- 
vision, Suite 1016 Insurance Exchange 
Building, 175 West Jackson Boulevard, 
Chicago 4, Illinois. 


| 
| 
toe 
| 
4 
fan 
‘ 
| 
> 
2 
| 
¥ 
é 
‘ 


THE INTERNATIONAL ASSOCIATION OF SECRETARIES OF 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 


Resolution Upon the Death of Moacyr E. Alvaro 


Wuereas, On July 19, 1959, it 
pleased the Great Physician to summon 
from among us one of his faithful and 
devoted servants, Moacyr E. Alvaro of 
Sao Paulo, Brazil; and 


Wrereas, Moacyr I. Alvaro gave 
leadership to The International Associa- 
tion of Secretaries of Ophthalmological 
and Otolaryngological Societies for fif- 
teen years in many capacities, most espe- 
cially as the illustrious President when 
it became Pan-American ; and 


\WHeREAS, He advised and guided 
members of this Association in the high- 
est traditions of good will, cultural inter- 
change, and international understand- 
ing; and 


Wuereas, He visited many coun- 
tries all over the Free World to counsel 
with those in attendance in the best 1n- 
terest of the medical profession he loved 
so well; and 

Wruereas, He acted as lhatson be- 
tween the International Association of 
Secretaries and many other ophthalmo- 
logical societies, and served as an officer 
of many of these organizations, most 
notably as President and Executive D1- 
rector of the Pan-American Association 
of Ophthalmology ; and 


Wuereas, He brought honor and 
recognition upon the Association of Sec- 
retaries, and enabled the members of 
this Association to increase their in- 
fluence in relation to ophthalmological 
cooperation in the ree World; and 


Moacyr E. Alvaro exem- 
plified by these services his humanitar- 
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ianism and his devotion to the highest 
ideals of his profession; and 


Wuereas, He had solid scientific 
foundation for his medical knowledge, 
and possessed quiet dignity and perfect 
balance between theory and _ practice; 
and 


WrHerEAS, This endeared him to those 
who knew him well, and created respect 
and admiration from those who knew 
him only casually ; and 


His engaging personality 
won him innumerable friends the world 
over ; therefore, be it 

ResoLtvep, That the Association of 
Secretaries rise and stand in silent trib- 
ute to the memory of Moacyr E. Al- 
varo, outstanding physician, eminent 
teacher, medical writer of note, loyal 
friend who can never be replaced in the 
hearts and minds of his colleagues ; and, 
be it further 


Reso_vep, That. this Resolution be 
made a part of the Minutes of the Asso- 
ciation of Secretaries, and be published 
in the pages of the TRANSACTIONS of the 
American Academy of Ophthalmology 
and Otolaryngology, and, be it further 

That this Resolution be 
presented to the family of Moaeyr E. 


Alvaro. 


Adopted at the annual meeting of the 
International Association of Secretaries 
of Ophthalmological and Otolaryngo- 
logical Societies on Tuesday, October 13, 
1959, at the Palmer House in Chicago. 
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COUNCIL MINUTES 


SIXTY-FOURTH 
ANNUAL SESSION 
October 10 and 14, 1959 


Palmer House, Chicago 


Present : 

John H. Dunnington, Dean M. Lierle (ab- 
sent from October 10 meeting), Gordon D. 
Hoople, S. Rodman Irvine, Lyle M. Sellers, 
A. C. Furstenberg (absent from October 10 
meeting), Erling W. Hansen, LeRoy A. 
Schall (absent from October 14 meeting), 
William L. Benedict, Kenneth L. Roper, 
Eugene L. Derlacki, A. D. Ruedemann, 
Daniel Snydacker, Glen G. Gibson, William 
J}. MeNally, Victor A. Byrnes, Victor Good- 
hill, Edwin B. Dunphy. 


The meeting was called to order at 9:15 
am. by Dr. John H. Dunnington, President. 


William L. 


report of the Executive 


The Executive Secretary, Dr. 
Benedict, gave the 
Secretary : 


1. Fellowship (as of January 1, 1959) 


Junior 
Senior 
Life 
Honorary 
Inactive 
Associate 


2. Elevations to Senior Fellowship on Jan- 
uary 1, 1959 (66 Fellows) 


Lucian W. Alexander ....New Orleans, La. 
William B. Allan ........ New York, N. Y. 
Elroy J. Avery Rochester, N. Y. 
Oscar V. Batson Philadelphia, Pa. 
Raynold N. Berke Hackensack, N. |. 
Edwin J. Blonder Chicago, Ill. 
Delazon S. Bostwick ........Ardmore, Pa. 
Jeter C. Bradley Veaverville, N. C. 
J. L. Bressler Houston, Texas 
Morris J. Brooks Brooklyn, N. Y. 
John D. Brumbaugh Akron, Ohio 


Clarence |. Brown ..Sacramento, Calif. 
Walter M. Bucher Cleveland, Ohio 
William B. Clark ........ New Orleans, La. 
William J. Cress Pottsville, Pa. 
Ralph W. Danielson Denver, Colo. 
Frank W. Dimmitt Providence, R. I. 
Warren M. Dodge, | .Battle Creek, Mich. 
William H. Evans Youngstown, Ohio 
Ralph G. Ferris Birmingham, Mich. 
F, J. C. Fitzgerald Evanston, Il. 
W. Guernsey Frey, | ..New York, N. Y. 
Honore E. Gaudreau ..... Springfield, Mass. 
Harry B. Goodspeed Worcester, Mass. 
Carl Granberry ......... New Orleans, La. 
Van Dyke Hagaman Jackson, Miss. 
Sobisca S. Hall Clarksburg, W. Va. 
Alton V. Hallum Atlanta, Ga. 
H. Rommel Hildreth Clayton, Mo. 
John B. Hitz Milwaukee, Wis. 
Walter Boyd Hoover Soston, Mass. 
William T. Hunt, Jr. ....Wynnewood, Pa. 
Chevalier L. Jackson Philadelphia, Pa. 
Lansing H. Keeler Jamaica, N. Y. 
George F. J. Kelly ........Philadelphia, Pa. 
John A. Keyton Dothan, Ala. 
Charles Edward Kinney ....Cleveland, Ohio 
Julius C. Kramer Sandusky, Ohio 
Albert E. Leggett Louisville, Ky. 
Abram Levy Bound Brook, N. J. 
Walter R. Loewe ........ New York, N. Y. 
Jacob J. Mann 

James H. Maxwell 
Philip E. Meltzer 

M. Valentine Miller 
Saul Miller 

Latayette P. Monson 
William E. Murphy 
W. A. Newlands 
Morris H. Newton 
Col. Stanley G. Odom 
Edward L. Rigley 
Aaron D. Riker 
Meyer H. Riwchun 
Theodore M. Shapira 
Raphael Schillinger 
Herbert G. Schmidt 
Walter K. Slack 
Joseph W. Taylor 
Phillips Thygeson 
Ernest Tippin 
Edward A. Waldeck 
William F. Whelan 
Samuel Henry Wilkins 
Richard W. Wilkinson 
Herman A. Winkler 


3oston, Mass. 
Philadelphia, Pa. 
Jamaica, N. Y. 

..San Francisco, Calif. 
Worcester, Mass. 
Tarrytown, N. Y. 

.. Little Falls, N. Y. 
Covington, Ky. 

South Bend, Ind. 
Pontiac, Mich. 
Buffalo, N. Y. 
....+.-Chicago, IIL. 
Westfield, N. J. 

.. Milwaukee, Wis. 
Saginaw, Mich. 
Tampa, Fla. 

..San Jose, Calif. 
Kan. 
Milwaukee, Wis. 
Philadelphia, Pa. 
Boston, Mass. 
.Washington, D. C. 
..Providence, R. I, 
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3. Elevation to Lite Fellowship on January 
1, 1959 (61 Fellows) 


George E. Adkins 
Francis Heed Adler 
Daniel Harbert Anthony 
Sidney S. Aronson 
Thomas Ernest Atkinson 
Saul E. Barnett 
Joseph E. Beideman 


.lackson, Miss. 
Philadelphia, Pa. 
...Memphis, Tenn. 
Indianapolis, Ind. 
.... Greeley, Colo. 
Detroit, Mich. 
Norristown, Pa. 
Ernest A. Bredlau Chicago, Ill. 
Thomas E. Briant ...Welland, Ont., Canada 
Nathan A. Bolotow Providence, R. I. 
Edgar P. Cardwell .....- Newark, N. J. 
John M. Carter Detroit, Mich. 
Robert J. Childers Plainfield, N. J. 
Alfred J. Cone St. Louis, Mo. 
P. S. Constantinople ....Washington, D. C. 
Morris M. Davidson ......... Austin, Texas 
Fred W. Dixon Cleveland, Ohio 
Robert Austin Duncan ....Amarillo, Texas 
Georgiana Dvorak-Theobald ..Oak Park, 
William Murray Good ....Waterbury, Conn. 
Glenn G. Gordon ....... Sacramento, Calif. 
James N. Greear, Jr. Reno, Nev. 
Edward W. Griffey ..... Houston, Texas 
M. Reese Guttman Chicago, Ill. 
F. Herbert Haessler Milwaukee, Wis. 
William L. Hanson East St. Louis, Il. 
Carl Hobart Louis, Mo. 
Charles Hofling Cincinnati, Ohio 
Gordon D. Hoople ........ Syracuse, N. Y. 
Wendell L. Hughes ..Hempstead, L. I., N. Y. 
William John Keefe ....Mt. Vernon, N. Y. 
(George L. King Alliance, Ohio 
Margaret N. Kleinert Boston, Mass. 
Ezra E. Koebbe Columbus, Neb. 
Harry H. Lamb Davenport, lowa 
Thurber LeWin Buffalo, N. Y. 
Emil R. Mavyerberg Wilmington, Del. 
Clarence ]. McCullough ..Washington, Pa. 
William Edward McGarvey ..lackson, Mich. 
M. Paul Motto ....-Cleveland, Ohio 
C. Stewart Nash .....Rochester, N. Y. 
Paul R. Nemours a .. Seattle, Wash. 
Forrest |. Pinkerton ....Honolulu, Hawaii 
Tames J. Richardson Worth, Texas 
Mayo Robb .......Phoemx, Ariz. 
Philip L. Romonek ....Beverly Hills, Calif. 
Harry C. Rosenberger Cleveland, Ohio 
C. Wilbur Rucker .....Rochester, Minn. 
Jay Besson Rudolphy ......Philadelphia, Pa. 
\. D. Ruedemann, Sr. ......Detroit, Mich. 
Bernard Samuels ........New York, N. Y. 
Virgil J. Schwartz ..... Minneapolis, Minn. 
Benjamin Harrison Shuster, Philadelphia, Pa. 
John R. Simpson ......Huntingdon, Pa. 
Carroll L. Smith ....+..Spokane, Wash. 
Ruric N. Smith 
JT. Marion Sutherland ........Detroit, Mich 


Isaac S. Tassman 
Robert Jay Warner 
Fletcher Woodward 


Philadelphia, Pa. 
Nashville, Tenn. 
....Charlottesville, Va. 


4. Deaths (January 
(90 Fellows) 


1958 to January 1959) 


Arthur Francis Ash N. 
Otto Barkan San Francisco, Calif 
August L. Beck ...New Rochelle, N. Y. 
Richard Parker Bell, Jr. ....Cleveland, Ohio 
Leopold Benno Bernheimer ....Chicago, Ill. 
Irvin Myron Birenboim ..Kansas City, Mo. 
William D. Black St. Louis, Mo. 
Guy Lee Boyden Portland, Ore. 
Daniel W. Brickley .....Marion, Ohio 
Harry F. Byrnes ........Springfield, Mass. 
Clyde Robert Cowan ..Buzzards Bay, Mass. 
Elmo Eugene Dillon ........Homewood, II. 
Edward John Donnelly ....Philadelphia, Pa. 
Edward Philip Drescher ....Berkeley, Calif. 
Howard Victor Dutrow Dayton, Ohio 
Horace Greeley Dwiggins ..Tuskegee, Ala. 
Howard D. Fallows ......Mason City, lowa 
Ivan Fawcett Wheeling, W. Va. 
Ralph Albert Fenton Portland, Ore. 
Everett Russell Ferguson ..Cleveland, Tenn. 
Maxwell Fineberg st. Louis, Mo. 
Charles Howard Gordon ..Portland, Maine 
Edwin Albert Griffin Brooklyn, N. Y. 
Milus Liddell Gunn Harlan, Ky. 
Harry H. Haggart Cincinnati, Ohio 
Alfred W. Haskell Portland, Maine 
William Jacob Hertz Allentown, Pa. 
J. McChesney Hogshead, Chattanooga, Tenn. 
Jaroslav H. Hulka Flushing, N. Y. 
V. Reeves Hurst ......... Longview, Texas 
Chevalier Jackson ....... Schwenkville, Pa. 
Charles Isaac Johnson ..Chestnut Hill, Mass. 
Cecil Frederick Johnston .. Bluefield, W. Va. 
A. Spencer Kaufman Philadelphia, Pa. 
Henry Kirkpatrick Hants, England 
Hugh A. Kuhn Hammond, Ind. 
Fritz Lassen Colo. 
Richard Ormond Leavenworth ....St. Paul, 
Minn. 

..Laguna Beach, Calif. 
Chicago, 

.... Buffalo, N. Y. 
.... Shenandoah, lowa 
..Des Moines, lowa 
Monrovia, Calif. 


Weehawken, N. J. 


Henry B. Lemere 
Alfred Lewy 

Alfred Francis Luhr, Sr. 
Wayland Hoyt Maloy 
John Hollis Matheson 
Toseph L. McCool 

Tames Harold Mendel ....Coral Gables, Fila. 
Louis Charles Menger ..Kew Gardens, N. Y. 
Frederick William Merrifield ..Wilmette, Ill. 
Memphis, Tenn. 
William H. Minton St. Joseph, Mo. 
William Mithoefer ....Cineinnati, Ohio 
William F. Molt ... Indianapolis, Ind. 
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Daniel Cameron Montgomery ....Greenville, 
David Jacob Morgenstern .. Brooklyn, 
Edmonde DeWitt Neer ...New York, 
Fritz Nelson Colorado Springs, 
Max Nisselson .......... New York, N. Y. 
Carl M. Oberg Minneapolis, Minn. 
Dennis Francis O’Connor ....Squth Orange, 
N. J. 
Theodore Felix Paprocki, Ogdensburg, N. Y. 
Sir John Herbert Parsons .London, England 
John C. Peterson Lincoln, Neb. 
Frank Wilmore Poindexter .Newport News, 
Va. 
Lawrence T. Post ..........St. Louis, Mo. 
Robert Linton Ralston ..Spartanburg, S. C. 
Morris Munice Rossman Freeport, 
Russell El Dorado, Ark. 
.... Shaker Heights, 
Ohio 
William Ewing Shahan St. Louis, Mo. 
Isadore Maxwell Shapero ..Rochester, N. Y. 
William G. Shemeley, Jr. Darby, Pa. 
R. Newton Sherman ..Bradenton Beach, Fla. 
Morton Thelman Siegel Covina, Calif. 
Olga L. Sitchevska ...... New York, N. Y. 
William Steinman .............. Miami, Fla. 
Howard Leigh Stitt Cincinnati, Ohio 
Russell Hope Strange ..Mt. Pleasant, Mich. 
Edwin Forbes Tait ........ Norristown, Pa. 
Ricardo Tapia v Fernandez ..Mexico, D. F. 
Martin Clever Taylor Pittsburgh, Pa. 
Charles Alston Thigpen ..Montgomery, Ala. 
Francis W. Thomas ......Columbus, Ohio 
Henry Eagle Thomason ....Summers, Ark. 
Everett Hale Tomb ....Framingham, Mass. 
Gabriel Tucker Rosemont, Pa. 
Oscar Lloyd Veach ..... Sheridan, Wyo. 
David Edmund S. Wishart ...Toronto, Ont., 
Canada 
Hugh Claibourne Wolfe ..Greensboro, N. C. 
Doris Surles Woolsey Louis, Mo. 
William Zentmaver ....Merion Station, Pa. 


Martin V. 


Francis S. Schwarz, Jr. 


5. Resignations Received (7 Fellows) 


Clifford Francis Brunk, Traverse City, Mich. 


Charles Edgar Davies .Vancouver, B. C., 

Canada 
Volney Butman Hyslop ....Milwaukee, Wis. 
Burton Edward Lovesey ....Natick, Mass. 
James Miles O’Brien ....Bridgeport, Conn. 
William Paul Speas ..Winston-Salem, N. C. 


Albert S. Winer Washineton, D. C. 


6. Requests for 
Fellows) 


Inactive Fellowship (21 


Rea Ernest Ashlev ....San Francisco, Calif. 
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C. Hugh Bloom Jupiter, Fla. 
Ella M. A. Enlows ..Fort Lauderdale, Fla. 
George Burroughs Garlick, Bridgeport, Conn. 
Henry V. Hanson Paul, Minn. 
J. A. Werner Hetrick ....New York, N. Y. 
William Oscar La Motte ....Hockessin, Del. 
John Kent Leasure Indianapolis, Ind. 
Leshe Layton McCoy Seattle, Wash. 
Paul Guthrie Moore ..Shaker Heights, Ohio 
William A. Morgan Washington, D. C. 
N. Vern Peterson Avon Park, Fla. 
Marilyn Martin Rigg Pasadena, Calif. 
Max Ruttenberg Margate City, N. J. 
Harry Schluederberg White Stone, Va. 
Hugh William Schwartz ....Bedford, N.S., 
Canada 
Meyer Silberman 
J. Morrisset Smith 
Wilhelm E. Stern 
Herbert T. White 


..Forest Hills, 
ee New York, 
Brooklyn, 
Flint, 


Delinquent (3 Fellows) 


8. New Fellows Elected 1958 (included in 
total membership count of 6,737) 


Juni rs 
Associates 


264 


9 On November 21, 1958, the Executive 
Secretary-Treasurer sent out a mail ballot to 
the Council requesting that the following 
changes be made in the activities of the Com- 
mittee on the Standardization of Tonometers: 
(1) that the three existing stations be com- 
bined into one located at Western Reserve 
University, (2) that the routine work at 
this station be done by a half-time technician 
at a salary of $2,000 to $2,400 per annum, to 
be paid by the Academy, (3) that the Acad- 
emy also defray the running expenses of the 
station, purchase of new, or replacement of 
old, measuring instruments, shipping of to- 
nometers and miscellaneous expenses, and (4) 
that as heretofore, all fees for the testing 
procedure be collected by the Academy, but 
that these fees be raised in proportion to the 
increased costs. The Council vote was 16 to 2 
in favor of the proposal. The proposal was 
put into effect in March 1959. 


10. Dr, 
Florida, 
American 


Victor A. 


Was 


svrnes, St. Petersburg, 
appointed to represent the 
Academy of Ophthalmology and 
Otolaryngology at a meeting on health prob- 
lems at the Department of Health, Education 
and Welfare in Washington, D. C., on De- 
cember 10, 1958. Dr. Byrnes has submitted 
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a report of this meeting to the Activities 


Committee. 


ll. On January 12, Dr. John H. Dunning- 
ton appointed Drs. Edmund P. Fowler, Jr., 
and Norton Canfield as representatives from 
the American Academy of Ophthalmology 
and Otolaryngology to a meeting conducted 
by the Hearing Aid Industry Conference, 
Inc., to be held in New York on February 17, 
1959. Neither Dr. Fowler nor Dr. Canfield 
was able to attend this meeting. 


12. On February 10, 1959, on the recom- 
mendation of the President, Dr. John Dun- 
nington, with the approval of the Program 
Committee, Dr. John Kirchner of New 
Haven, Connecticut, was appointed Co- 
Chairman of the Teachers’ Section for Oto- 
laryngology. 


13. On February 20, 1959, Dr. John Dun- 
nington, with the approval of the Program 
Committee, appointed Dr. Peter N. Pastore 
of Richmond, Virginia, Associate Director 
of the Home Study Courses for Otolaryn- 
gology. 


14. On the recommendation of the Com- 
mittee on Ophthalmic Pathology, grants for 
scholarships in ophthalmic pathology were 
made to Milton Boniuk, M.D., Philadelphia, 
July 1, 1959 to July 1, 1960; Gloria Lim, 
M.D., Manila, Philippines, September 1, 1960, 
to September 1, 1961. 


15. Dr. Victor A. Byrnes was appointed to 
represent the American Academy of Oph- 
thalmology and Otolaryngology at the Second 
National Conference on World Health, which 


was held in Washington, D. C., May 7 
through 9, 1959. Dr. Byrnes has submitted 


a report of this meeting to the Activities 
Committee. 


16. The Executive Secretary-Treasurer, on 
June 15, 1959, referred to the Research and 
Finance Committee a special request from 
Dr. Michael |. Hogan that Mrs. Ardith 
Moyers be employed for the year 1959-1960 
as full-time secretary of the Committee on 
Ophthalmic Pathology at a salary of $341.00 
per month for 12 months beginning July 1, 
1959. Her services are needed in revision of 
the Atlas of Ophthalmic Pathology. Dr. 
Hogan also requested that the Academy pay 
the travel expenses of Dr. Lorenz FE. Zim- 
merman from Washington to San Francisco 
and return so that Dr. Zimmerman and Dr. 
Hogan might edit the revised text of the 
Atlas. Dr. Hogan also requested an appro- 
priation of $500.00 for office expenses. The 
vote of the Committee was unanimous in fa- 


vor of the requests of the Committee on Oph- 
thalmic Pathology. The special appropria- 
tions were put into effect as of July 1, 1959. 


17. Dr. John Dunnington appointed Dr. 
Derrick Vail to represent the American Acad- 
emy of Ophthalmology and Otolaryngology 
as a delegate to the Oxford Ophthalmological 
Congress, July 1 through 4, 1959. 


18. On August 21, 1959, the Olmsted Coun- 
ty, Minnesota, deputy sheriff served the Ex- 
ecutive Secretary-Treasurer with a summons 
to appear at‘the City Hall, Chicago, Illinois, 
on August 31, 1959. The Secretary was 
served with a statement of claim by Dr. 
Louis R. Lang of Silver Spring, Maryland, 
against the Hotel Sherman and the American 
Academy of Ophthalmology and Otolaryn- 
gology in the amount of $9,500.00. The plain- 
tiff claimed that on October 15, 1957, while 
he was attending a meeting of the Academy 
Committee on Reconstructive Plastic Surgery 
at the Hotel Sherman, he tripped and fell and 
was severely and permanently injured. The 
plaintiff claims that there was inadequate 
lighting in the meeting room. The summons 
was turned over to our insurance agents. The 
matter is still pending. 


19. The Committee on Research and Fi- 
nance submits for Council consideration a 
proposed Educational Trust of the American 
Academy of Ophthalmology and Otolaryn- 
gology. The proposal is presented in the form 
of an agreement made by and between the 
American Academy of Ophthalmology and 
Otolaryngology, an unincorporated associa- 
tion, as grantor, and the First National Bank 
of Minneapolis, Minnesota, as Trustee. 


The purpose of the trust is to provide 
agency custody of the educational fund of 
the Academy and disbursement of income and 
capital if necessary and desirable for the fol- 
lowing purposes: 


1. To promote advanced study in the basic 
sciences of pathology, chemistry, bac- 
teriology and virology, physics and 
mathematics, in such institutions and 
laboratories as may be approved by the 
Educational Trust Disbursement Com- 
mittee. 


To encourage the training of teachers 
in the basic sciences appertaining to 
ophthalmology and otolaryngology and 
to encourage professional education and 
scientific research in the medical schools 
and hospitals approved by the Educa- 
tional Trust Disbursement Committee. 
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The proposed Trust Agreement has been 
approved by the Trust Department of the 
First National Bank of Minneapolis, Minne- 
sota, and by legal counsel for the Academy, 
Messrs. Pemberton, Michaels, Bishop and 
Seeger, in conformity, with the statutes of 
the State of Minnesota and the rules and reg- 
ulations of the Internal Revenue Department 
of the State of Minnesota and the U. S. 
Treasury Department. The powers of the 
Educational Trust Committee and the trustees 
are clearly stipulated in the agreement and 
are designed to safeguard and to facilitate 
proper use of the educational fund within 
the manner prescribed by law for educational 
trusts. 


It is further recommended that the Council 
establish The Educational Trust Disburse- 
ment Committee consisting of the duly elect- 
ed President, President-Elect and the Execu- 
tive Secretary-Treasurer of the American 
Academy of Ophthalmology and Otolaryn- 
gology. 


A motion to amend paragraph 1, deleting 
the words of pathology, chemistry, bacteri- 
ology and virology, physics and mathematics, 
and substituting the words appertaining to the 
specialties of ophthalmology and otolaryn- 
gology, was seconded and carried. 


20. The following report on the Academy 
insurance program has been received in the 
Secretary’s office: 


During the year 1952 the Academy under 
the guidance of its Officers and Executive 
Council studied various Programs of Group 
Insurance that could be made available to 
Members of the Academy. On the date of 
July 1, 1952, the first Program of Group 
Insurance was conceived and made a reality 
for the Members. Subsequently, the Acad- 
emy's Portfolio of Group Insurance has been 
broadened to include the following Programs: 


Accident-Sickness Disability Income Pro- 
tection 

Accidental Death, Dismemberment 
Loss of Eyesight Protection 
Professional Liability 
tion 


and 
Insurance Protec- 


Professional Overhead Expense Insurance 
Major Hospital Insurance 


. Group Life Insurance 


Retirement-Income Annuity 
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ACCIDENTAL-SICKNESS DISABILITY INCOME 
PROTECTION (UNDERWRITING COMPANY—- 
CONTINENTAL CASUALTY COMPANY) 


This Program of Group Insurance was 
made available to Members of the Academy 
on the date of July 1, 1952. It provides Three 
Plans of coverage the Member may elect to 
participate in. The first plan provides the 
Insured Member $50.00 Weekly while he is 
disabled, the second plan provides $75.00 
Weekly, and the third plan $100.00 Weekly. 
In addition to the Income Benefits there are 
Benefits for Partial Disability, Hospital Con- 
finement, Accidental Death, Dismemberment 
and Loss of Eyesight, and Polio and Dread 
Disease Expense Benefits. If the disability is 
due to Sickness, benefits are payable from the 
first day of hospitalization or the eighth 
day of disability and may continue for as 
long as Two Years under the Basic Plan or 
for as long as Five Years under the Ex- 
tended Plan. If disability is due to Accident, 
income benefits are payable from the first 
day of disability and for as long as a Life- 
time in both the Basic Plan and the Extended 
Plan. 


On the date of July 1, 1954, the Basic Acad- 
emy Program was broadened because of good 
experience, to include an Extended Plan, 
which is mentioned above. 


On the date of July 1, 1959, the Weekly 
Income Benefits were increased 10% at no 
additional premium, because of good experi- 
ence. 


Presently there are 1,858 Members Insured 
under this Program. 


2. ACCIDENTAL DEATH, DISMEMBERMENT 
LOSS OF EYESIGHT PROTECTION 
(UNDERWRITING COMPANY— 

EMPLOYERS MUTUAL CASUALTY CO.) 


AND 


This Program of Insurance was made 
available to Members of the Academy on the 
first day of March, 1956. It provides up to 
200,000 of protection for Accidental Death, 
Dismemberment and Loss of Eyesight. 


On the date of October 15, 1957, and be- 
cause of good experience, the Academy’s Pro- 
gram was broadened to make this coverage 
available to the Spouse of the Member. 


On the date of March 1, 1958, a reduction 
in premium was effected with this Program. 
The original rate of premium was $1.35 per 
$1,000 on the first $100,000 of coverage. The 
new rate schedule affords a premium of $1.25 
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per $1,000 for the first $100,000 of coverage. 
This rate reduction was made possible through 
good experience. 


There are presently 434 Members Insured 
under this Program. 


3. PROFESSIONAL LIABILITY INSURANCE 
(UNDERWRITING COMPANY-—INTERSTATE 
FIRE AND CASUALTY COMPANY) 


On March 1, 1959, due to the high loss 
ratio experience of the Employers Mutual 
Casualty Company, they asked for tesmina- 
tion of the above Program, and this coverage 
was placed with the Interstate Fire and Cas- 
ualty Company. The rate of premium charged 
by the Interstate is as much as 20% below 
State Bureau Individual Rates. There are 
only three States, namely, Washington, Ore- 
gon and Florida, where this rate reduction 
cannot be applied. 


The Interstate Fire and Casuality Com- 
pany experience to date has been most satis- 
factory and the continuance of good experi- 
ence eventually should effect a rate reduction. 
This is far from the trend regarding individ- 
ual policies where we have been advised in 
1960, the State Bureau Rates on individual 
coverage will be increased. In addition, most 
Underwriting Companies have retired from 
Underwriting of this form of coverage. 


Since the Interstate Fire and Casualty Com- 
pany have taken over this coverage, they have 
increased the limits from $100,000/300,000 to 
$200,000/600,000 limits, which was a request 
from many of the Academy Members that 
the Interstate Fire and Casualty Company 
agreed to. 


Presently there are 1,356 Members Insured 
under this Program. 


4. PROFESSIONAL OVERHEAD EXPENSE 
INSURANCE 
(UNDERWRITING COMPANY— 
AMERICAN CASUALTY COMPANY) 


On the date of November 1, 1957, a Pro- 
gram of Overhead Expense Insurance was 
made available to Academy Members pro- 
viding up to $1,000 per month coverage. This 
Program provides the Insured Member re- 
imbursement of Office Expenses incurred 
while he is disabled and unable to perform 
his professional duties. 


Presently there are 915 Members of the 
Academy Insured under this Program. 


5. MAJOR HOSPITAL INSURANCE 
(UNDERWRITING COMPANY— 
AMERICAN CASUALTY COMPANY ) 


This Program of Group Insurance was 
made effective November 1, 1958, This Pro- 
gram provides the Member and his Depend- 
ent Family up to $15,000 of Hospital Ex- 
pense coverage. There are Three Plans to 
choose from, $100.00 Deductible, $300.00 De- 
ductible, and $500.00 Deductible. 


Presently there are 506 Members Insured 
under this Program and applications are be- 
ing received daily. 


6. GROUP LIFE INSURANCE 
(UNDERWRITING COMPANY— 
MASSACHUSETTS MUTUAL LIFE 
INSURANCE COMPANY) 


So that the Academy would have a com- 
plete portfolio of Insurance, a Program of 
Group Life Insurance was made effective 
January 1, 1959. 


The Group Life Insurance Program pro- 
vides the Member maximum coverage at at- 
tained age for a minimum annual deposit of 
$100.00. This coverage is continued to age 70. 


7. GROUP RETIREMENT-ANNUITY PROGRAM 
(UNDERWRITING COMPANY— 
MASSACHUSETTS MUTUAL LIFE 
INSURANCE COMPANY) 


This Program was made available on the 
basis of a Member contributing from $200.00 
annually up to no maximum. The Retirement 
Income starts at age 65 and due to this Pro- 
gram being on a group basis, it provides a 
10% advantage in income benefits at age 65 
compared to comparable coverage purchased 
on an individual basis. 


Due to the number of individuals enrolled 
to date in this Program, it has not been made 
effective. However, the Underwriting Com- 
pany, the Massachusetts Mutual Life Insur- 
ance Company, has agreed to a further solici- 
tation of the membership to determine if fifty 
more would enroll in same. If so, the Pro- 
gram would be made effective immediately. 


21. Report on the 1958-1959 Home Study 
Courses : 


Yearly Summary of Activities 
October 1959 


Early this year Dr. Ben H. 
signed as Associate 


Senturia re- 
Secretary for Home 
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Study Courses, in charge of Otolaryngology. 
He was succeeded by Dr. Peter N. Pastore, 
Professor and Chairman of the Department 
of Otology, Rhinology, Pharyngology and 
Laryngology, Medical College of Virginia, 
Richmond, Virginia. 


REGISTRATIONS 


Record of registrations for the nineteen 
years the Home Study Courses have been 
offered by the Academy: 


YEAR OPHTHALMOLOGY OTOLARYNGOLOGY TOTAL 


1940-1941 301 114 
1941-1942 238 117 
1942-1943 163 81 
1943-1944 126 74 
1944-1945 175 

1945-1946 290 

1946-1947 353 

1947-1948 436 220 
1948-1949 375 230 
1949-1950 317 184 
1950-1951 244 117 
1951-1952 130 
1952-1953 105 
1953-1954 111 
1954-1955 134 
1955-1956 125 
1956-1957 156 
1957-1958 122 
1958-1959 171 


TOTALS — 5,123 2,578 


Last year there was a significant increase 
over the previous year in the enrollments for 
the Course in Otolaryngology—40%. At the 
same time the increase in Ophthalmology 
registrations was 5%. The enrollment this 
year will be slightly higher than last for 
both Courses, and the total will be the highest 
it has ever been except the four years im- 
mediately following World War II. Present 
registrations for the current Courses, with 
comparative figures for the same date last 
year, are: 


YEAR OPHTHALMOLOGY OTOLARYNGOLOGY TOTAL 


October 1, 1959 274 181 452 
October 1, 1958 256 159 415 
Increase 18 22 40 


The percentage of registrants who sent in 
all papers for the 1958-1959 Courses was 
somewhat larger than two years ago when 
these figures were last compiled. 


For 1956-1957: 33% in Ophthalmology 
completed the Course 
36% in Otolaryngology 
completed the Course 


For 1958-1959: 42% in Ophthalmology 
completed the Course 
43% in Otolaryngology 
completed the Course 


During the enrollment period this year an 
unusually large number of applications from 
Canada were noted. A check of the files for 
this and three previous years provided the 
following figures on Canadian registrations: 


YEAR OPHTHALMOLOGY OTOLARYNGOLOGY TOTAL 


1956-1957 10 13 
1957-1958 9 15 
1958-1959 8 : 12 
1959-1960 27 34 


FACULTIES 


New Appointments 

For Ophthalmology 
Elmer J. Ballintine 
(Associate for Physiology) 
Charles J. Campbell 
(Associate for Optics and Principles of 
Biomicroscopy ) 
George N. Wise 
(Associate for Ophthalmoscopy 
Medical Ophthalmology ) 

For Otolaryngology 
None 


and 


Changes in Status 
For Ophthalmology 
Senior to Consultant: Irving H. Leopold 
Associate to Senior: Bourne Jerome 
Robison D. Harley 
For Otolaryngology 


None 


APPRECIATION NOTES 


Engraved notes of appreciation are sent 
to nonfaculty members who assist with the 
marking of papers. These notes have the per- 
sonal signatures of the president of the 
Academy, the executive secretary-treasurer, 
and the secretary and associate secretary for 
Home Study Courses. The names of indi- 
vidual recipients are engrossed on the notes. 


PUBLICITY 


The following media were used during the 
past year for publicizing the Home Study 
Courses : 


re 
ew 
E 
ug 
4] 
355 
2 
00 
40) 
6 
60 
2 
376 
9 
an 
381 
7.701 
, 
2 


COUNCIL MINUTES 


Announcements in the specialty journals 
for Ophthalmology and Otolaryngology 

Poster announcements sent to heads of 
departments of Ophthalmology and 
Otolaryngology in medical schools, and 
in hospitals approved for residency 
training 

Listing in the Postgraduate 
issue of the A.M.A. Journal 

Miscellaneous editorials and announce- 
ments in the Academy TRANSACTIONS 


Courses 


PRE-LUNCHEON MEETINGS 
During the 1958 Academy Meeting the 
Ophthalmology and Otolaryngology Home 


Study Courses faculties met separately be- 
fore the Faculty Luncheon, for brief dis- 
cussions of matters related to their respec- 
tive Courses. A favorable vote resulted in 
the decision to have similar meetings again 
in 1959. 


DISCUSSION PERIODS 

Discussion Periods based on the Home 
Study Course in Ophthalmology are offered 
as a part of the 1959 instruction course pro- 
gram. They are set up as a ten-hour contin- 
uous course, cost $20.00, except that all 1958- 
1959 registrants for the Home Study Course 
in Ophthalmology have been notified that 
complimentary tickets are available to them. 


EXHIBIT 
A Home Study Courses exhibit is being 
shown this year in the West Corridor adja- 
cent to the Foyer to the Grand Ballroom. 


FREE REGISTRATION FOR THE ACADEMY 
MEETING 


Registrants for the 1958-1959 Home Study 
Courses were offered free registration for the 
Academy Meeting this year. 


HOME 


India 

Some of the ophthalmologists and _ oto- 
laryngologists in India are making an effort 
to set up a program to utilize our Courses. 
Almost every year we have one or two regis- 
trations from India, but because of the great 
distance and high cost of air mail postage, 
it is not practical for the young doctors there 
to take the Courses and submit papers to be 
corrected and evaluated. We have one oph- 
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thalmologist from that country enrolled this 
year who insisted upon having papers cor- 
rected, and paid an extra $20.00 to have ma- 
terial sent to him by air mail. 


Chile 
An ophthalmologist from Chile who is in 
this country for postgraduate work is taking 


the Course here this year with the purpose 
of working out a plan to use it in Chile. 


Scandinavian Countries 


Dr. Knud K. Dreisler, who set up a plan 
last year for using our Course in Ophthal- 
mology in the Scandinavian countries, is very 
enthusiastic about the results, and the pro- 
gram is being continued. 


We have had an inquiry about a similar 
plan for Otolaryngology, but it has not been 
activated. 


Brazil 
Reports indicate that a Home Study Course 


in Ophthalmology, based on our material, is 
well established in Brazil. 


Colombia 


A young ophthalmologist in Bogota, who 
took the Home Study Course twice while 
he was in this country for postgraduate train- 
ing, has enrolled again this year. He advises 
that a group of his confreres will use the 
material as a basis for discussion at biweek- 
ly meetings. 

DANIEL SNYDACKER, M.D. 
Perer N. Pastore, M.D. 
Secretaries 


October 1, 1959 


Dr. LeRoy Schall moved that the report 
of the Executive Secretary be accepted as 
read. The motion was seconded by Dr. S. 
Rodman Irvine and carried. 


II 


The Treasurer, Dr. Benedict, submitted 
the audit for 1958 made by Byers, Wobschall 
and Miller, Certified Public Accountants, and 
the financial status of the Academy as of 
September 30, 1959. (The audit for 1958 ap- 
peared im the July-August 1959 issue of the 
TRANSACTIONS. The financial status of the 


Academy as of September 30, 1959, uncerti- 
fied, ts published herewith.) 
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EXHIBIT 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Balance Sheet as of September 30, 1959 


Current Assets: 
Cash on Hand 
Cash in Banks: 
Northwestern National Bank of Rochester 
First National Bank of Minneapolis 
Bank of Montreal, Toronto, Canada 


Membership dues, delinquent 
Accounts receivable, others 
Inventories : 
Abstracts, Manuals, Monographs and 
Bound Volumes 
EMBRYOLOGY OF THE EAR album of prints 
EMBRYOLOGY OF THE EYE filmstrips and slides 


Total current assets 


Investments : 
Educational Fund 


Plus: Advance in market values as of 12/31/58 


Total investments 


Fixed Assets: 


EMBRYOLOGY OF THE EAR film project 
Less: Reserve for depreciation 


EMBRYOLOGY OF THE EYE film project 
Less: Reserve for depreciation 


Total fixed assets 


Deferred Charges: 
ATLAS OF OTOLARYNGIC PATHOLOGY 
ATLAS OF SLIT-LAMP BIOMICROSCOPY 
Prepaid expenses 
Prepaid insurance 
Prepaid postage 


Total deferred charges 


TOTAL ASSETS 


$108,425.10 
1,293.01 
1,571.16 111,289.27 
830.00 
3,063.10 


30,091.09 


$352,036.23 


64,769.60 


$ 21,107.27 
11,280.47 


$104,516.62 
46,641.76 


$ 41,775.00 
39,685.75 2,089.25 


$ 23,208.96 
15,885.35 
93.20 
555.37 
93.35 


$145,298.46 


416,805.83 


69,790.91 


39,836.23 
$671,731.43 
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LIABILITIES AND NEtT WoRTH 


Current Liabilities: 
Accrued Social Security tax 
Accrued Withholding tax 
Advance payments: 
Membership dues 
Bound Volumes and Manuals 


163.45 
1,145.09 


125.00 
4,293.50 


Total current liabilities $ 5,727.04 
Deferred Income: 
Wherry Memorial Lecture Fund 
Subcommittee on Noise in Industry: 
Receipts 
Disbursements 


6,372.05 


$ 37,620.37 
37,620.37 


N. I. H. Grants in Aid: 
3-B-9023 (C1) Uveitis 
Receipts 
Disbursements 


$ 48,056.00 
11,165.93 


$ 36,890.07 


B-2359 (C2) Uveitis 
Receipts 


$ 21,528.00 


Disbursements 


B-2375 (C2) Hearing 
Receipts 
Disbursements 


Total Undisbursed Funds from Special Contributions 


Net Worth: 
Surplus—January 1, 1959 
Excess income over expenses 

Total Net 


TOTAL 


Worth 
LIABILITIES 


Dr. Daniel Snydacker moved that the report 
of the Treasurer be accepted as read. Dr. 
Kenneth Roper seconded the motion, which 
carried. 


The report of the Editor of the TRANs- 
ACTIONS was read by Dr. Benedict, Editor- 
in-Chief, as follows: 


During the year just past, an average of 
8.441 copies of the TRANSACTIONS were print- 
ed bimonthly. Of these, 925 were set aside for 
bound volumes, and an average of 7,459 
mailed, an increase in circulation of 113 
over last year. The following categories are 
represented. 


7,481.32 14,046.68 50,936.75 


AND NET 


$ 67,200.00 


6,476.65 60,723.35 


118,032.15 


547,972.24 
$671,731.43 


WORTH 


Fellows 

Candidates 

Subscribers 

Libraries 

Exchange and Miscellaneous 
Advertisers and Agents 
Complimentary 

Single copies 


Eight hundred and eighty-three orders for 


the 1959 bound volume 
to date. 


The revenue from the TRANSACTIONS for 
the period from September 1, 1958, through 
August 31, 1959, was as follows: 

Subscriptions : 
Members 
Candidates 


have been received 


$42,245.00 
1,995.00 
5,229.50 
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Bound Volumes 

Single Issues 

American Orthoptic Journal 
Advertising 

Cuts and Engraving 
Reprints 


92.20 
1,582.21 


Total Revenue ......$83,590.74 


The expenditures tor the TRANSACTIONS 
for the period from September 1, 1958, 
through August 31, 1959, were as follows: 


Bimonthly Issues 

Bound Volumes 

Cash Discount Allowed ... 

Paper Stock and Envelopes 12,559.60 
Cuts and Engraving 2,658.50 
Freight and Express 73.36 
General Expense 84.50 
Postage 1,680.47 
Reprints 2,322.86 
Salaries 14,479.87 
Social Security Tax 322.03 


Total Expenditures 79,626.48 


Revenue over Expenditures ...$ 3,964.26 


The past six issues have averaged 190 
pages per issue, including news notes, direc- 
tory of societies, committee reports, posi- 
tions available, and miscellaneous notices. The 
Directory of Ophthalmologic and Otolaryn- 
gologic Societies is printed twice a year in 
the May-June and the September-October 
issues. 


The average number of pages of paid ad- 
vertising was 32.166, representing 37 adver- 
tisers. 


Two new manuals have been published 
during the past year: Allergy in Otolaryn- 
gology by French K. Hansel, M.D., and Jack 
R. Anderson, M.D.; Vocal Rehabilitation by 
Friedrich S. Brodnitz, M.D. A prize essay 
by Walter H. Fink, M.D., of Minneapolis on 
“Anatomical Study of the Orbital Fascia with 
Special Emphasis on its Relation to the Ex- 
trinsic Muscles” has been printed and will 
be sent to all members as a supplement to 
the September-October 1959, issue of TRANS- 
ACTIONS. 


The ninth volume of the American Or- 
thoptic Journal was published in September. 
The number printed was 2,650. Following the 


policy adopted two years ago, the Journal is 
sent only to those members of the Academy 
requesting it. It is mailed to all members of 
the Association of Orthoptic Technicians in 
good standing; two dollars of each member’s 
dues are allocated for subscription. 


Dr. Victor Byrnes moved that the report 
of the Editor be accepted as read. Dr. Lyle 
Sellers seconded the motion, which carried. 


IV 


The Necrologist’s Report to the Council 
was presented by Dr. Benedict. 


The following deaths were reported from 
October 1, 1958, to September 1, 1959: 


George Carter Albright 
Moacyr E. Alvaro 

Donald Taylor Atkinson 
Carl Conrad Beisbarth 
Roy Spitler Binkley 
Augustus J. Blickenstaff 
Leo B. Bouvy 

Robert James Bowman 
Kenneth Charles Brandenburg 
Everett Hayden Brooks 
Howard Hampden Burnham 
Louis Bernard Bushman 
William James Creighton 
Ralph Allison Davis 
Edward John Donnelly 
Horace Greeley Dwiggins 
Norma B. Elles 

Joseph Norman Elliott 
Thomas Holmes Emmens 
Merton A. Farnsworth 
Ralph Bryan Fast 

Ralph Albert Fenton 
Roger Richard Flickinger 
Ulrich Alfred Fritschi 
Watson W. Gailey 

Harold James Gibby 
Harold Moore Griffith 
Jacob Franklin Gesell 
John Parkinson Harbert 
William Howard Heine 
Bert Eugene Hempstead 
L. E. Hetrick 

Clifton Earle High 
Armenious Clements Hobbs, Jr. 
George Esplin Hodge 
Virgil Eugene Holcombe 
John Gill Holland 
Charles I. Johnson 
George Thomas Jordan 
Theodore Simon Kammerling 
Edward Francis Lawlor 
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Henry B. Lemere 

Alfred Lewy 

Alfred Francis Luhr, Sr. 
Andrew Louis MacMillan, Jr. 
Oscar Milton Marchman 
Louis Charles Menger 
Alexander L. Moshinsky 
John Llewellyn Myers 
Lawrence James Nacey 
Carl A. Noe aed 
Dwight Chapman Orcutt 
Norman Vern Peterson 
William Wallace Reed 
Paul William Renken 
James Joseph Richardson 
Michael Rosenbluth 
Bernard Samuels 

William Ewing Shahan 
William G. Shemeley, Jr. 
Morton Thelman Siegel 
Harold Simons 

Samuel Harry Skloff 
James B. Stanford 
Ernest E. Tippin 

Manuel Uribe Troncoso 
Oliver W. Turner 
Charles Edward Walker 
John Joseph Walsh 
Henry Charles Weber 
George Adrian Wiley 
David Edmund Staunton Wishart 


President Dunnington expressed regret at 
the death of these Fellows and instructed the 
Secretary to file the report. 


OLD BUSINESS 


The Council for 1959 approved the first 
reading of the following proposed changes 
in the Constitution. Action on these amend- 
ments is to be taken at the present meeting 
of the Academy. 


Article IIT, Sections (a), (b), and (c) 
of the Constitution now read: 


Article III 


MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be designated 
as Active Fellows, Associate Fellows, and 
Honorary Fellows. 


(a) Active Fellowship 


A candidate for Active Fellowship shall 
be a member in good standing of his or her 
local and national medical society and shall 
be certified and approved by a national ex- 
amining and certifying specialty Board ac- 
ceptable to the Council. 


(b) Inactive Fellows 


Senior or Junior Fellows may by reason 
of physical infirmity or retirement from prac- 
tice be classified by action of the Council 
as “Inactive.” Inactive Fellows shall pay no 
dues, have no voting privileges, and shall not 
receive the TRANSACTIONS. 


The application blank provided by the 
Academy shall be duly filled out by the can- 
didate and filed, together with the current 
application fee, with the Executive Secretary- 
Treasurer. The application shall carry the 
endorsement of two Fellows of the Academy, 
at least one of whom shall be a resident of 
the candidate’s home State or province (ex- 
cept where there are not members of the 
Society resident in the state or province). 


If an applicant shall fail to qualify for 
Fellowship within three years after his appli- 
cation has been filed with the Executive Sec- 
retary-Treasurer, the application fee is for- 
feited—however, the applicant may renew 
his application for an additional three-year 
period by paying the current fee. Application 
fee is not returnable except by order of the 
Council after the candidate is refused election. 


At least four weeks before the annual 
meeting a list of all applications filed with the 
Executive Secretary-Treasurer shall be sent 
to the Fellows with the official call of such 
meeting. Applications so listed shall be pre- 
sented to the Council and after its approval 
shall be submitted to the Active Fellows of 
the Academy for voting at the next annual 
meeting. Other applications not included in 
said list shall not be submitted by the Council 
for vote of the Active Members of the Acad- 
emy until after an annual meeting. A three- 
fourths affirmative vote of all Active Fel- 
lows present and voting shall constitute an 
election. 


Any doctor of medicine, who has material- 
ly aided the progress of medicine in its rela- 
tion to diseases of the eye, ear, nose or throat, 
may, on nomination of two Fellows and rec- 
ommendation of the Council, and by a unani- 
mous vote of the Fellows present at an an- 
nual meeting, be elected an Active Fellow. 
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(c) Associate Fellowship 


Associate Fellows may be elected from those 
in fields allied to Ophthalmology and Oto- 
laryngology who are not eligible to other 
fellowship classifications and who are pro- 
posed by two Active Fellows, approved by the 
Council, and have a three-fourths affirmative 


vote of all Fellows present at the Annual 
Meeting. Associate Fellows shall pay dues 
equal to one-half the regular dues tor 


Junior Fellows. They shall not be eligible to 
vote or to hold office, but they shall receive 
the TRANSACTIONS. 


The following amendments are proposed: 


1. In Article II], first paragraph, insert the 
words Life Fellows, Inactive Fellows fol- 
lowing the words Active Fellows. 


2. In Article II], Section (a) Active Fellow- 
ship, add after the words acceptable to the 
Council, the sentences Active Fellows shall 
automatically become Life Fellows after 
twenty-five consecutive years in Jor rd 
standing. Life Fellows shall enjoy all the 
privileges of Active Fellows. 


3. In Article III, Section (b) Inactive Fel- 
lows, paragraph one: 


(a) Delete the first three words Senior 
or Juntor and substitute the word 
Active. 

(b) In the second sentence delete the 

words pay no dues. 


(c) At the end of the paragraph, after 
the word TRANSACTIONS, add_ the 
words except by subscription. 


(d) Title this paragraph (c) Inactive 
Fellows and place it immediately be- 


fore (d) Honorary Fellowship. 


4. In Article III, Section (b) Inactive Fel- 
lows, paragraph two: 


(a) Delete the words at least one of 
whom shall be a resident of the can- 
didate’s home state or province (ex- 
cept where there are not members 
of this Society resident in the state 
or province). 


5. In Article III, Section (c) Associate Fel- 
lowship : 


(a) Delete the sentence Associate Fel- 
lows shall pay dues equal to one- 


half the regular dues for Junior 
Fellows. 
(b) Title this paragraph (b) Associate 


Fellowship and place it immediately 
after the paragraph titled (a) Active 
Fellowship. 


The first paragraph and Sections (a), (b), 
and (c) of Article III] of the Constitution of 
the American Academy of Ophthalmology 
and Otolaryngology, as amended, would then 
read: 


Article II] 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be designated 
as Active Fellows, Life Fellows, Inactive 
Fellows, Associate Fellows, and Honorary 
Fellows. 


(a) Active Fellowship 


A candidate for Active Fellowship shall 
be a member in good standing of his or 
her local and national medical society and shall 
be certified and approved by a national ex- 
amining and certifying specialty Board ac- 
ceptable to the Council. Active Fellows shall 
automatically become Life Fellows after 
twenty-five consecutive years in good stand- 
ing. Life Fellows shall enjoy all the priv- 
ileges of Active Fellows. 


(b) Associate Fellowship 


Associate Fellows may be elected from 
those in fields allied to Ophthalmology and 
Otolaryngology who are not eligible to other 
fellowship classifications and who are pro- 
posed by two Active Fellows, approved by 
the Council, and have a three-fourths affirma- 
tive vote of all Fellows present at the Annual 
Meeting. They shall not be eligible to vote 
or to hold office, but they shall receive the 
TRANSACTIONS, 


The application blank provided by the 
Academy shall be duly filled out by the can- 
didate and filed, together with the current ap- 
plication fee, with the Executive Secretary- 
Treasurer. The application shall carry the 
endorsement of two Fellows of the Academy. 


If an applicant shall fail to qualify for 
Fellowship within three years after his appli- 
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cation has been filed with the Executive Sec- 
retary-Treasurer, the application fee is for- 
feited—however, the applicant may renew his 
application for an additional three-year pe- 
riod by paying the current fee. Application 
fee is not returnable except by order of the 
Council after the candidate is refused election. 


At least four weeks before the annual 
meeting a list of all applications filed with 
the Executive Secretary-Treasurer shall be 
sent to the Fellows with the official call of 
such meeting. Applications so listed shall be 
presented to the Council and after its ap- 
proval, shall be submitted to the Active Fel- 
lows of the Academy for voting at the next 
annual meeting. Other applications not in- 
cluded in said list shall not be submitted by 
the Council for vote of the Active Members 
of the Academy until after an annual meet- 
ing. A three-fourths affirmative vote of all 
Active Fellows present and voting shall con- 
stitute an election. 


Any doctor of medicine who has materially 
aided the progress of medicine in its relation 
to diseases of the eye, ear, nose or throat may 
on nomination by two Fellows and recommen- 
dation of the Council, and by a unanimous 
vote of the Fellows present at an annual 
meeting, be elected an Active Fellow. 


(c) Inactive Fellows 


Active Fellows may by reason of physical 
infirmity or retirement from practice be 
classified by action of the Council as “In- 
active.” Inactive Fellows shall have no voting 
privileges and shall not receive the TRANS- 
ACTIONS except by subscription. 


Dr. McNally moved that the Council re- 
affirm their approval of the amendments to 
the Constitution proposed in 1958. The mo- 
tion was seconded by Dr. Schall and carried. 


Vi 
COMMUNICATIONS 


1. The Academy office is in receipt of an 
official communication from the Council and 
Membership of the American Laryngological 
Association, the American Broncho-esopha- 
gological Association, and the American 
Laryngological, Rhinological and Otological 
Society, Inc., reaffirming their action request- 
ing a change of date of the meeting of the 
American Academy of Ophthalmology and 
Otolarvngology. 


After discussion, Dr. Schall moved that a 
committee be appointed by the President to 
confer with representatives of the above so- 
cieties in regard to future meeting dates. The 
motion was seconded by Dr. McNally. 


Dr. Gordon Hoople requested that the 
motion be amended to state that the commit- 
tee meet with the Board of Regents of the 
American College of Surgeons rather than 
with representatives of the otolaryngological 
societies. Dr. Schall and Dr. McNally ac- 
cepted the amendment, the motion was put 
to a vote, and carried. 


2. Dr. Paul Holinger and Dr. LeRoy Schall 
have both stated in letters to the Executive 
Secretary-Treasurer that they would be in 
favor of the Academy broadening the scope 
of institutions in which a Fellowship in 
Pathology could be obtained. At the present 
time the Council has approved the granting 
of fellowships only in the Armed Forces In- 
stitute of Pathology. The consensus of the 
Council favored issuing fellowships on a 
broader basis provided the institutions con- 
cerned were carefully screened. On the di- 
rection of the President, the placement of 
fellowships will be a function of the Execu- 
tive, Research and Finance Committee. 


3. Mrs. Hobart C. Ramsey of the Deafness 
Research Foundation of New York wrote the 
Executive Secretary-Treasurer at the sug- 
gestion of Dr. Dean M. Lierle, requesting the 
approval of the Academy for the Foundation. 


Although the members of the Council were 
sympathetic with the aims of the Foundation, 
official approval was not considered to be a 
proper function of the Academy Council. The 
request was tabled. 


4. The Secretary General of the Interna- 
tional Organization Against Trachoma, Jean 
Sedan, Marseille, France, has asked the Acad- 
emy to designate a delegate to the Interna- 
tional Organization, which will meet during 
the next International Congress of Ophthal- 
mology in Delhi, India, December 3 to 7, 1962. 


A motion was made and seconded that the 
President be empowered to name a delegate 
to attend the meeting of the International 
Organization Against Trachoma, such ap- 
pointment to be made without financial ob- 
ligation to the Academy. The motion carried. 


5. Three hotels have invited the 
to hold an annual convention under 
spective roofs: 


Academy 
their re- 
The Habana Hilton, Havana, 
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Cuba; Fontainebleau, Miami Beach, Florida; 
and the Americana, Miami Beach Florida. 
The Miami Beach and the Atlantic City con- 
vention bureaus have also issued official invita- 
tions to hold an Academy convention in their 
respective cities. 


The invitations were referred to the Ex- 
ecutive, Research and Finance Committee. 


6. The Joseph K. Dennis Insurance Co., 
Inc., has proposed two insurance plans for 
consideration of the Council: (1) a Proposed 
Plan of Group Life Insurance designed for 
employees of the members of the American 
Academy of Ophthalmology and Otolaryn- 
gology, and (2) a Loss of Time Plan de- 
signed especially for Employees of the 
American Academy of Ophthalmology and 
Otolaryngology. 


The Council authorized the Executive Sec- 
retary-Treasurer to sign a contract with the 
Joseph K. Dennis Insurance Company, Inc., 
covering these two types of insurance cover- 
age. 


7. A communication from Dr. Chevalier L. 
lackson, secretary of the Pan American As- 
sociation of Oto-Rhino-Laryngology and 
Broncho-Esophagology, called the attention 
of the Academy Council to the Seventh Pan 
American Congress of Oto-Rhino-Laryn- 
gology and Broncho-Esophagology to be held 
at the Americana Hotel at Miami Beach, 
March 20-23, 1960, and suggested that “it 
would seem appropriate . if the Academy, 
having sponsored the founding of this or- 
ganization in 1946, should see fit to make 
some financial contribution to the expenses of 
this Seventh Congress.” 


The matter was referred to the Executive, 
Research and Finance Committee. 


Vil 


Report of the Executive, Research and 
Finance Committee—Dr. John H. Dunning- 
ton, Chairman. 


1. The Committee recommends that the ap- 
plication fee for fellowship in the Academy 
continue to be $25.00; and that for the year 
1960 the annual dues for Active Fellows shall 
be $25.00; for Associate Fellows, $12.50. The 
allotment from dues and from application 
fees for subscriptions to the TRANSACTIONS 
shall be continued at $7.00. 


Dr. Benedict moved that the recommenda- 
tions of the Committee be accepted. The mo- 
tion was seconded by Dr. Irvine and carried. 


2. The Committee recommends that four 


Fellows who have been delinquent in the pay- 
ment of dues for a period of more than three 
years be dropped from the Academy roster. 


Dr. Benedict moved that the recommenda- 
tions of the Committee be accepted. The mo- 
tion was seconded by Dr. Derlacki and car- 
ried. 


3. The Committee recommends that inactive 
status be granted to the following Fellows: 


James P. Aderhold, San Antonio, Texas 

Robert S. Bolin, Elkhart, Ind. 

Frederic E. Cressman, Hollywood, Calif. 

Oscar Davis, Lancaster, Pa. 

Ilona K. de Suto-Nagy, New Haven, Conn. 

Thomas Reed Gagion, Pittston, Pa. 

Colby Hall, Los Angeles, Calif. 

Hallie Hartgraves (Sister Lucia), Kenosha, 
Wis. 

Thomas Holt, Warrenton, N. C. 

Elmer W. O’Brien, Webster, N. Y. 

Jacob Ruchman, Brooklyn, N. Y. 


Dr. Benedict moved that the recommenda- 
tions of the Committee be accepted. The mo- 
tion was seconded by Dr. Sellers and carried. 


4. The Committee recommends that the 
request of Dr. Martin R. Steinberg for trans- 
fer from Junior Fellow to Associate Fellow 
be approved. 


Dr. Benedict moved that the recommenda- 
tion of the Committee be accepted. The mo- 
tion was seconded by Dr. Ruedemann and 
carried. 


5. The Committee recommends that the 
application of Dr. Stanley Lawrence Lane 
for Associate Fellowship be approved. 


Dr. Benedict moved that the recommenda- 
tion of the Committee be accepted. The mo- 
tion was seconded by Dr. Snydacker and 
carried. 


6. The Committee recommends the follow- 
ing appointments: 


As Chairman of Standing and Joimt Com- 
mittees for the year 1960: 


To the Committee on Audio-Visual Edu- 
cation, Dr. Dean M. Lierle 


To the Committee on Implants and Implant 
Techniques, Dr. A. D. Ruedemann, Sr. 


To the Committee on Ophthalmic Patholo- 
gy, Dr. Michael J. Hogan 
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To the Committee on Otolaryngic Patholo- 
gy, Dr. Paul H. Holinger 


To the Committee on Reconstructive Plas- 
tic Surgery, Dr. John Marquis Converse and 
Dr. Wendell L. Hughes, Co-Chairmen 


To the Committee on Research in Otolaryn- 
gology, Dr. Harold F. Schuknecht 


To the Committee on Scientific Exhibit, 
Dr. Kenneth L. Roper and Dr. Eugene L. 
Derlacki, Co-Chairman 


To the Committee on Standardization of 
Tonometers, Dr. Elmer J. Ballintine 


To the Teachers’ Sections, Dr. A. D. 
Ruedemann, Sr., and Dr. John A. Kirchner, 
Co-Chairman 


To the Committee on Use of Diagnostic 


Procedures and Therapy in Uveitis, Dr. A. 
D. Ruedemann, Sr. 


As Representative of the Academy to: 


Association for the Advance- 
of Science, Dr. M. Elliott Randolph. 


American 
ment 


American Board of Ophthalmology, Dr. 
Fred M. Wilson for a four-year term be- 
ginning January 1, 1960. 


American Board of Otolaryngology, Dr. 
Francis E. LeJeune and Dr. George F. Reed. 


American College of 
Governors, Dr. Edwin B. Dunphy for the 
term expiring in 1962, and Dr. Francis E. 
LeJeune for the term expiring in 1963. 


Surgeons Board of 


American Committee on Optics and Visual 
Physiology, Dr. James E. Lebensohn for a 
three-year term beginning January 1, 1960. 
Philip 
beginning 


American Orthoptic Council, Dr. 
Knapp for a_ three-year term 
January 1, 1960. 


American Standards Association, Acousti- 
cal Standards Board, Dr. Edmund P. Fowler, 
Jr. 


American Standards Association, Commit- 
tee for Standardization of Ophthalmic Lenses, 
Dr. Carl J. Rudolph and Dr. Arthur C. 


Linksz. 


International Organization Against Trach- 
oma, Dr. Phillips Thygeson. 


Joint Committee on Eye Banks, Dr. Al- 
son E. Braley and Dr. John Harry King, Jr. 


National Committee on Research in Oph- 
thalmology and _ Blindness, Dr. Bernard 
Becker and Dr. A. Edward Maumenee. 


National Congress of Parents and Teach- 
ers, Dr. Frank D. Costenbader. 


National Society for Crippled Children and 
Adults, Inc., Dr. Dean M. Lierle. 


As Inierim Appointments to: 


Meeting on Health Problems at the De- 
partment of Health, Education and Welfare 
in Washington, D. C., December 10, 1958, 
Dr. Victor A. Byrnes. 


National Citizens Committee for the World 
Health Organization, Washington, D. C., 


May 7 to 9, 1959, Dr. Victor A. Byrnes. 


Oxford Ophthalmological Congress, July 1 
through 4, 1959, Dr. Derrick Vail. 


Dr. Erling Hansen moved that the rec- 
ommendations of the Committee be approved. 
The motion was seconded by Dr. Roper and 
carried. 


7. The Committee recommends the nomina- 
tion of Dr. William L. Benedict as Editor- 
in-Chief of the TRANSACTIONS. 


A motion to approve the recommendation 
was made by Dr. Ruedemann, seconded by 
Dr. Irvine, and carried. 


8. The Committee recommends that the next 
annual meeting of the Academy be held Oc- 
tober 9 to 14, 1960, at the Palmer House, 
in Chicago. 


A motion by Dr. Benedict to approve the 
recommendation was seconded by Dr. Ruede- 
mann and carried. 


9. The Committee recommends the follow- 
ing appropriations for the calendar year 1960: 


To the Committee on Conservation of 
Hearing, a sum not to exceed $20,000; $7,500 
of this to be earmarked for the Subcommittee 
on Noise to be used for educational purposes. 


To the Committee on Ophthalmic Patholo- 
gy, $5,000. 


To the Committee on Research in Otolar- 
yngology, $2,000 for awards. 


To the Committee on Standardization of 
Tonometers, $3,400. 
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To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, $10,000. 


To the American Committee on Optics and 


Visual Physiology, $200. 
To the American Orthoptic Council, $200. 


To the National Committee on Research in 
Ophthalmology and Blindness, $500. 


To the International Federation of Oph- 
thalmological Societies, $300 for dues for 
1960 


To the National Society for Medical Re- 
search, $1,000. 


To the salary of a consultant at the Armed 
Forces Institute of Pathology, $7,000. 


To a fellowship in ocular pathology at the 
Armed Forces Institute of Pathology, $600 
a month for a 12-month period. 


(The Committee recommends that no con- 
tribution be made toward the expenses of 
the Seventh Pan American Association of 
Oto-Rhino-Laryngology and Broncho-Esoph- 
agology. ) 


Dr. Benedict moved that the recommenda- 
tions of the Committee be approved. The 
motion was seconded by Dr. Glen Gibson 
and carried. 


VIII 


Report of the Activities Committee—Dr. 
William J. McNally, Chairman. 


Reports of the following committees were 
reviewed and approved by the Committee: 


Audio-Visual Education 

Conservation of Hearing 

Evaluation of the Nonsurgical Treatment 
of Strabismus 

Implants and Implant Techniques 

Ophthalmic Pathology 

Otolaryngic Pathology 

Research in Otolaryngology 

Standardization of Tonometers 

Surgery of the Head and Neck 

Use of Diagnostic Procedures and Therapy 
in Uveitis 


{The Committee on Use of Alpha-chymo- 
trysin in Ophthalmology gave its report 
before the Scientific Session on Wednes- 
day morning, October 14.] 


The Committee has also reviewed and ap- 
proved the reports of representatives of the 
Academy to the following organizations : 


American Association for the Advancement 
of Science 

American Board of Ophthalmology 

American Board of Otolaryngology 


American College of Surgeons, Board of 
Governors 


American Committee on Optics and Visual 
Physiology 
American Orthoptic Council 


American Standards Association, 
cal Standards Board 


Acousti- 


American Standards Association, Commit- 
tee for Standardization of Ophthalmic 
Lenses 


Joint Committee on Eye Banks 


National Committee on Research in Oph- 
thalmology and Blindness 


National Congress of Parents and Teachers 


National Society for Crippled Children and 
Adults, Inc. 


National Citizens Committee for the World 
Health Organization 


Meeting on Health Problems at the Depart- 
ment of Health, Education and Welfare 


In the report of the Joint Committee on 
Eye Banks, the Committee wishes to call the 
attention of the Council to the following 
paragraph : 


“Dr. Ruedemann made a motion that the 
Committee recommend the creation of an 
American Association of Affiliated Eye 
Banks. The motion was seconded and carried. 
Discussion included the facts that the pur- 
pose of the association would be to invite 
ethical eye banks to join in cooperative ac- 
tion, to be governed by a medical Code of 
Ethics to be recommended by the Joint Com- 
mittee on Eye Banks. It was further recom- 
mended that this organization be officially 
established under the American Academy of 
Ophthalmology and Otolaryngology, with its 
headquarters in Rochester, Minnesota. Sug- 
gestions were made that after the Association 
is established, a meeting be held of all medical 
and lay directors of eye banks to discuss 
ethical medical procedures.” 


In the report on a meeting of the National 
Citizens Committee for the World Health 
Organization, the recommendation that the 
Academy develop its position on an Inter- 
national Health Year met. with a favorable 
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response, and the Committee recommends it 
to the Council. 


The following recommendations were also 
made : 


“1. The American Academy of Ophthal- 
mology and Otolaryngology should partici- 
pate in International Health Programs in- 
volving ophthalmology and _ otolaryngology. 
If participation is the course selected, then 
the mechanism whereby its contribution 
could be made should be determined. Bring- 
ing up the matter before the Pan-American 
Ophthalmological Society and other interna- 
tional eye and ear, nose and throat societies 
might be considered. 


“2. If the Academy is not currently a sus- 
taining member of the National Citizens 
Committee for the World Health Organiza- 
tion, some consideration should be given to 
the desirability of becoming such a member.” 


It was further recommended that the fol- 
lowing committees be discontinued: Com- 
mittee on Evaluation of the Nonsurgical 
Treatment of Strabismus; Committee on 
Surgery of the Head and Neck; Committee 
on Use of Alpha-chymotrypsin in Ophthal- 
mology. 


Dr. McNally moved that the report and 
recommendations of the Committee be ac- 
cepted. The motion was seconded by Dr. 
Derlacki and carried. 


IX 


Report of the Board of Councillors—Dr. 
William J. McNally, Chairman. 


1. The Board of Councillors recommends 
that the 266 candidates who have fulfilled the 
requirements for membership be accepted for 
Fellowship in the Academy. 


A number of incomplete applications for 
fellowship were reviewed and decisions de- 
ferred. 


Dr. McNally moved that the recommenda- 
tion of the Board be approved. The motion 
was seconded by Dr. Irvine and carried. 


2. The Board of Councillors nominates the 
following officers for 1960: 


President: Dr. Dean M. Lierle, Lowa City 
President-Elect: Dr. Dohrmann K. Pischel. 


San Francisco 
First Vice-President: Dr. Harold G. Scheie. 
Philadelphia 


Second Vice-President: Dr. David R. 
Higbee, San Diego 

Third Vice-President: Dr. James H. Allen, 
New Orleans 

Councillor: Dr. Harry P. Schenck, Phila- 
delphia 

Executive Secretary-Treasurer: Dr. Wil- 
liam L. Benedict, Rochester, Minnesota 


Dr. McNally moved that the nominations 
of the Board be approved. The motion was 
seconded by Dr. Goodhill and carried. 


X 
NEW BUSINESS 


1. The Executive Secretary-Treasurer, Dr. 
W. L. Benedict, offered the following 
resolution : 


WHEREAS, the Educational Fund 
of the American Academy of Ophthal- 
mology and Otolaryngology is now in 
excess of three hundred thousand dol- 
lars: and WHEREAS, the purposes of 
the fund are stated in an instrument 
entitled Educational Trust of the 
American Academy of Ophthalmology 
and Otolaryngology: and 


WHEREAS, the _ custodian of the 
Academy Educational Fund is_ the 
First National Bank of Minneapolis, 


Minn., be it therefore RESOLVED 


(a) That the Council of the Ameri- 
can Academy of Ophthalmology 
and Otolaryngology recommend 
that the proposed Educational 
Trust Agreement be approved 
and the Executive Secretary- 
Treasurer authorized to sign the 
Agreement for the Academy. 


That the Executive Secretary- 
Treasurer transfer to the Trustee 
such funds as are now invested 
in stocks and bonds and held by 
the First National Bank as cus- 
todian. 


Dr. Roper moved that the Council recom- 
mend approval of the proposed Educational 
Trust Agreement, as amended earlier, and 
that the Executive Secretary-Treasurer be 
authorized to sign the agreement for the 
Academy. The motion was seconded by Dr. 
Snydacker and carried. 


Dr. Hansen moved that the Executive 
Secretary-Treasurer be empowered to trans- 
fer to the Trustee named in the Educational 
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Trust Agreement such funds as are now 
invested in stocks and bonds and held by the 
First National Bank of Minneapolis as cus- 
todian. The motion was seconded by Dr. 


McNally and carried. 


2. Dr. Edley Jones, representing the Liaison 
Committee of the International Association 
of Secretaries of Ophthalmological and Oto- 
laryngological Societies with the Academy, 
appeared before the Council to discuss the re- 
lationship between the two organizations. He 
said that the members of the Association were 
anxious to cooperate with the Academy and 
to consult with the Council regarding or- 
ganizational matters. The Association is most 
anxious that the Academy continue its role 
as a sponsor. 


It was agreed that the Academy would con- 
tinue its sponsorship with the understanding 
that the Academy should be apprised of 
proposed nominations before the election of 
officers and at least be made aware of policies 
to be adopted before they are announced. 


3. The question of registration fees for 
nonmembers and their. relationship to dues 
and candidates’ fees was discussed. It was 
felt that the registration fee should be $15.00, 
but that the $5.00 fee might be continued for 
those who were associated with members of 
the Academy and came with their sponsor- 
ship. It was also the consensus that residents 
should be exempt from paying a registration 
fee if a guest card had been provided by the 
head of the department in which they were 
studying, and that a fee should be collected 
if the head of the department failed to act. 


Dr. Irvine moved that changes in the 
registration fee be considered in the light of 
these suggestions, and that the details of 
such a change be left to the discretion of the 
Executive Secretary-Treasurer. The motion 
was seconded by Dr. Sellers and carried. 


4. President Dunnington named the follow- 
ing committee to confer with the Board of 
Regents of the American College of Surgeons 
in regard to future meeting dates: Dr. Wil- 
liam L. Benedict, Dr. Edwin Dunphy, Dr. 
David Higbee and Dr. Victor Goodhill. 


5. Permission was granted the Executive 
Secretary-Treasurer to discontinue the prep- 
aration of a mimeographed list of candidates 
for distribution at the Business Meeting, since 
the names of candidates are available to the 
members each year in the July-August issue 
of the TRANSACTIONS. 


6. Dr. McNally made a motion that the plan 
for issuing Honor Point Award badges be 
continued. The motion was seconded by Dr. 
Irvine and carried. 


7. Dr. Benedict nominated the following 
men for appointment to the secretarial offices 
of the Academy : 


Secretary for Ophthalmology: Dr. Kenneth 
L. Roper 


Secretary for Otolaryngology: Dr. Clair 
Kos 

Secretary for Instruction in Ophthalmolo- 
gy: Dr. A. D. Ruedemann, Sr. 


Secretary 
gy and 
gene L. 


for Instruction in Otolaryngolo- 
Maxillofacial Surgery: Dr. Eu- 
Derlacki 


Secretary for Home Study Courses: Dr. 
Daniel Snydacker 


Secretary for Public Relations: Dr. Glen 
Gibson 


The nominations were 
Irvine and carried. 


seconded by Dr. 


Since no further business was brought be- 
fore the Council, the meeting adjourned sine 
die. 
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ANNUAL BUSINESS MEETING 
Thursday, October 15, 1959, 5:30 P.M. 


PresipeENt DUNNINGTON: The business 
meeting of the Sixty-fourth Annual Session 
of the American Academy of Ophthalmology 
and Otolaryngology will come to order. 


The first item on the agenda is the report 
of the Executive Secretary, Dr. William L. 
Benedict, which will be read by Dr. Erling 
W. Hansen owing to Dr. Benedict’s illness 
and loss of voice. 


Dr. Erxtinc W. Hansen: Mr. President 
and Members: The Secretary's report is con- 
densed. Further detailed information is avail- 
able in the files of the Academy. 


The fellowship as of January 1, 1959, 
which is the beginning of our fiscal year: 


Junior 


Honorary 
Inactive 
Associate 


There are 266 candidates to be considered 
at this meeting who have been approved by 
the Council for Active Fellowship, and one 
candidate for Associate Fellowship. One re- 
quest for transfer from Junior to Associate 
Fellowship has been approved. 


Seventy-two deaths were reported since our 
last annual meeting. 


There have been no resignations. Requests 
for Inactive Fellowship have been approved 
for 11 Fellows. Four Fellows have been 
dropped for nonpayment of dues for a period 
of more than three years. 


Mr. President, I move the acceptance of 
this portion of the report. 


The motion was seconded by Dr. Kenneth 
L.. Roper and carried. 


The next item on the agenda is the report 
of the Treasurer, which will also be read by 
Dr. Hansen. 


Dr. HANsen: The certified accountant’s 
audit of the affairs of the Academy as of 
December 31, 1958, was published in the 
July-August 1959 issue of the TRANSACTIONS. 
It is a rather lengthy report, and inasmuch 
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as it has been published, I question whether 
you want to hear the report in full. 

PRESIDENT DUNNINGTON: What 
pleasure ? 


is your 


A motion was made by Dr. Roper, seconded 
by Dr. James Milton Robb, that the reading 
of the report be omitted. The motion carried. 


Next is the report of the Senior Member 
of the Council, which will be given by Dr. 
Hansen. 


Dr. HANseN: The Senior Member of the 
Council is Dr. Furstenberg, who had to go 
home, and being the junior Senior Member 
of the Council, | will read the report. 


Mr. President and Members of the Acad- 
emy: The Council has received and approved 
the reports of the Executive Secretary-Treas- 
urer, the Editor of the TRANSACTIONS, the 
Council Committees, and joint and standing 
committees. These reports will be published 
in the November-December 1959 issue of 
the TRANSACTIONS. 


The Council recommends that the applica- 
tion fee for fellowship in the Academy shall 
remain at $25; in 1960 the annual dues for 
Active Fellows shall be $25; for Associate 
Fellows, $12.50. 


Mr. President, | move the adoption of this 
recommendation. 


The motion was seconded by Dr. Gordon 
Hoople and carried. 


Dr. HANSEN: 
the following 
1960 : 


The Council 


appropriations 


recommends 
for the year 


To the Committee on Conservation of 
Hearing, a sum not to exceed $20,000; $7,500 
of this to be earmarked for the Subcommittee 
on Noise, to be used for educational purposes. 


To the Committee on Ophthalmic Patholo- 
gy, $5,000. 


To the Committee on Research in Otolaryn- 
gology, $2,000 for awards. 


To the Committee on Standardization of 
Tonometers, $3,400. 
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To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, $10,000. 


To the American Committee on Optics and 
Visual Physiology, $200 


To the American Orthoptic Council, $200. 


To the National Committee on Research 
in Ophthalmology and Blindness, $500. 


Federation of Oph- 
$300 for dues for 


To the International 
thalmological Societies, 


1960 


To the National Society for Medical Re- 


search, $1000. 


To salary of a consultant at the Armed 
Forces Institute of Pathology, $7,000. 


To a fellowship in ophthalmic pathology at 
the Armed Forces Institute of Pathology, 
$600 a month for a 12-month period. 


Mr. President, I move the adoption of these 
recommendations. 


The motion was seconded by Dr. Roper 
and carried. 


Dr. Hansen: The Council recommends 
the following appointments as chairmen to 
standing and joint committees for the year 


1960 : 


To the Committee on Audio-Visual Educa- 
tion, Dr. Dean M. Lierle. 


To the Committee on Conservation of 
Hearing, Dr. Dean M. Lierle. 


To the Committee on Implants and Im- 
plant Techniques, Dr. A. D. Ruedemann, Sr. 


To the Committee on Ophthalmic Patholo- 
gy, Dr. Michael J. Hogan. 


To the Committee on Otolaryngic Patholo- 
gy, Dr. Paul H. Holinger. 


To the Committee on Reconstructive Plas- 
tic Surgery, Dr. John Marquis Converse and 
Dr. Wendell Hughes. 


To the Committee on Research in Otolar- 
vngology, Dr. Harold F. Schuknecht. 


To the Committee on Scientific Exhibit, 
Dr. Kenneth L. Roper and Dr. Eugene 
Derlacki. 


To the Committee on Standardization of 
Tonometers, Dr. Elmer J. Ballintine. 


To the Teachers’ Sections, Dr. A. D. 
Ruedemann, Sr., and Dr. John A. Kirchner. 


To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, Dr. A. 
D. Ruedemann, Sr. 


Mr. President, | move the adoption of these 
recommendations. 


The motion was seconded by Dr. Hoople 
and carried. 


Dr. HANsEN: The Council further recom- 
mends that the Committee on Evaluation of 
the Nonsurgical Treatment of Strabismus, 
the Committee on Surgery of the Head and 
Neck, and the Committee on Use of Alpha- 
chymotrypsin in Ophthalmology be discon- 
tinued. 


Mr. President, I move the adoption of these 
recommendations. 


The motion was seconded by Dr. Eugene 
L. Derlacki and carried. 


Dr. HANsEN: The Council further recom- 
mends that the President appoint a committee 
to meet with the Board of Regents of the 
American College of Surgeons regarding the 
time and place of the annual meetings. 


Mr. President, I move the adoption of this 
recommendation. 


The motion was seconded by Dr. Hoople 


and carrted. 


Dr. HANsen: The Council recommends 
the following appointments as representatives 
of the Academy to: 


American Association for the Advancement 
of Science, Dr. M. Elliott Randolph. 


American Board of Ophthalmology, Dr. 


Fred Wilson for a 4-year term beginning 
January 1, 1960. 


American Board of Otolaryngology, Dr. 
Francis LeJeune and Dr. George F. Reed. 


American College of Surgeons, Board of 
Governors, Dr. Edwin Dunphy for the term 
expiring in 1962, and Dr. Francis LeJeune 
for the term expiring in 1963. 


American Committee on Optics and Visual 
Physiology, Dr. James FE. Lebensohn for a 
term of three years beginning January, 1960. 


American Orthoptic Council, Dr. Philip 
Knapp for a term of three years beginning 
in January 1960. 
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American Standards Association, Acoustical 
Standards Board, Dr. Edmund P. Fowler, Jr. 


American Standards Association, Commit- 
tee for Standardization of Ophthalmic 
Lenses, Dr. Carl J. Rudolph and Dr. Arthur 
C. Linksz. 


Joint Committee on Eye Banks, Dr. Alson 
E. Braley and Dr. John Harry King, Jr. 


National Committee on Research in Oph- 
thalmology and Blindness, Dr. Bernard 
Becker and Dr. A. Edward Maumenee. 


National Congress of Parents and Teachers, 
Dr. Frank D. Costenbader. 


National Society for Crippled Children and 
Adults, Inc., Dr. Dean M. Lierle. 


Mr. 


these 


President, | move the 
recommendations. 


acceptance of 


The motion was seconded by Dr. Ralph O. 
Rychener. 


Dr. Lierte: Mr. President, | hope we get 
by with this. I don’t believe that the Board 
of Governors of the College of Surgeons 
will accept just one man. They usually take 
the one who is recommended but they usually 
want three names. However, we might just 
as well see what happens and | just wanted 
to warn you about it. 


PRESIDENT DUNNINGTON: All 
will wait and see. 


right, we 


The President called for a vote and the 
motion carried. 


Dr. Hansen: The Council recommends 
approval of an interim appointment of Dr. 
Victor A. Byrnes to attend a conference on 
health problems at the Department of Health, 
Education and Welfare in Washington, D. C., 
December 10, 1958; of Dr. Derrick Vail as 
a delegate from the Academy to the Oxford 
Ophthalmological Congress in July 1959; and 
of Dr. Victor A. Byrnes to the National 
Citizens Committee for the World Health 
Organization, Washington, D. C., May 7-9, 
1959. 


Mr. President, | move the 
these interim appointments. 


approval of 


The motion was seconded by Dr. Hoople 
and carried. 


Dr. HANseEN: The Council has instructed 
the President to name a delegate from the 


Academy to a meeting of the International 
Organization Against Trachoma, which will 
take place during the next International Oph- 
thalmological Congress in Delhi, December 
3 to 7, 1962. 


[The President has 
Thygeson as delegate. | 


named Dr. Phillips 


The Council recommends the 
of Dr. William L. Benedict as 
Chief of the TRANSACTIONS: 


Mr. President, 
recommendation. 


nomination 
Editor-in- 


I move approval of this 


The motion was seconded by Dr. Rychener 
and carried. 


Dr. HANseN: The Council nominates for 
associate fellowship, Dr. Stanley Lawrence 
Lane, of New York; it further recommends 
the transfer to associate fellowship of Dr. 
Martin Steinberg, a Junior Fellow of the 
Academy who is no longer actively engaged 
in the practice of his specialty. 


The Council nominates for active fellow- 
ship the 266 candidates whose names were 
published in the July-August 1959 issue of 
the TRANSACTIONS and who have completed 
all the requirements for membership. 


Mr. President, I move that we accept the 
nominations of the Council. 


The motion was seconded by Dr. Rychener 
and carried. 


NEWLY ELectep FELLOWS OF THE ACADEMY 


Aiello, John Samuel, 926 E. McDowell 
Rd., Phoenix, Ariz., OP 


Ainslie, Robert Brown, 30 S. Henry St., 
Madison 3, Wis., ALR 

Alba, Anthony, 199 Bay State Rd., Boston 
15, Mass., OP 

Apt, Leonard, Wills Eye Hospital, Phila- 
delphia 30, Pa., OP 


Arnold, Godfrey Edward, 6 E. 79th St., 
New York 21, N.Y., ALR 


Askren, Edward Leroy, Jr., 340 Boule- 
vard N. E., Atlanta 12, Ga., OP 


Austin, David Fletcher, 700 N. Michigan 
Ave., Chicago 11, Ill., ALR 


Baldone, Joseph Anthony, 211 S. Sara- 
toga St., New Orleans 12, La., OP 
Baldwin, William Grove, 601 Douglas St., 

Wenatchee, Wash., ALR 
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Ball, Donald Nelson, Professional Bldg., 
Princeton, W. Va., OALR 
Balsis, Bernard A., 226 W. 
Trenton 8, N. J., OP 
Balyeat, Ray M., School of Aviation 
Medicine, Randolph AFB, Texas, OP 
Barest, Herman David, 332 E. Main St., 
Mount Kisco, N. Y., OP 

Barsky, David, 100 Oak St., Wyandotte, 
Mich., OP 

Beaman, Thomas Carroll, San Juan Clin- 
ic, Farmington, N. M., OP 

Beatrous, William Phillip, 4440 Magnolia 
St., New Orleans 15, La., ALR 

Bechtel, Edward Jackson, 419 N. New- 
port Blvd., Newport Beach, Calif., OP 

Beekhuis, Gerardus Jan, 4216 Bedford, 
Detroit 24, Mich., ALR 

Benda, Thomas James, 1370 Dodge St., 
Dubuque, Iowa, ALR 

Benjamin, Kenneth Wells, 1419 Spruce 
St., Philadelphia 2, Pa., OP 

Biber, Jakub Jan, 36 W. Winter St., Dela- 
ware, Ohio, ALR 

Bisland, Theodore, 3707 
Dallas 10, Texas, OP 

Blackmon, Lyndell W., 
Columbia 1, S. C., OP 

Blanchard, Arthur James, 3100 W. Cen- 
tral Ave., Toledo 6, Ohio, ALR 

Blaydes, James Elliott, Jr., 107 Federal 
St., Bluefield, W. Va., OP 

Bohcali, Ara, 508 Benine Rd., Westbury, 
N. Y., ALR 

Boudett, Daniel William, 40 San Mateo 
Dr., San Mateo, Calif., ALR 

Braufman, Harvey S., 111 Church St., 
Ferguson (St. Louis), Mo., OP 

Breneman, Fairfax V., 810° Lamar Ave., 
Paris, Texas, ALR 

Brock, Charles Lee, U. S. Naval Hospital, 
Philadelphia 45, Pa., OP 

Bronstein, Melvin, 27 Ludlow St., Yonk- 
ers, N. Y., OP 

Brooks, James Maffett, 670 N. Michigan 
Ave., Chicago 11, Ill., ALR 

Brown, William Charles, Eye Service, 
U. S. Army Hospital, Fort Ord, Calif., 
OP 

Budoff, Benjamin Hyman, 115 N. Main 
St., Freeport, N. Y., ALR 

Bullis, Richard Omri, Jr., 430 Monterey 
Ave., Los Gatos, Calif., OP 

Burrows, Herbert Leonard, 8215 Van 
Nuys Blvd., Panorama City, Calif., OP 


State St., 


Gaston Ave., 


1420 Lady S&t., 
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Cabitt, Henry Leo, 520 Beacon St., Bos- 
ton 15, Mass., OP 


Calnan, Arthur Francis, 534 Beacon St., 
Boston 15, Mass., OP 


Campbell, Charles John, 635 W. 165th 
St., New York 32, N. Y., OP 


Cancilla, Michael Louis, 246 North St., 
Pittsfield, Mass., OP 

Carroll, Michael E., 8000 S. Racine Ave., 
Chicago 20, Ill., OP 

Carter, Vincent, Jr., 654 Madison Ave., 
New York 21, N. Y., OP 

Casey, Dennis Anderson, 4022 Canal St., 
New Orleans 19, La., ALR 

Chalfin, J. Eugene, 36 Plaza St., Brooklyn 
38, N. Y., OP 

Chamberlain, George Earle, 414 
Bldg., Portland 5, Ore., ALR 

Cheesman, Glee Warner, 7 Union St., 
Hornell, N.Y,, ALR 

Chong, Harry Shiua, 535 E. Romie Lane, 
Salinas, Calif., ALR 

Christensen, Earl William, 1221  S. 
Broadway, Lexington, Ky., ALR 

Christensen, Robert Eugene, Rm. 929, 
727 W. Seventh St., Los Angeles 17, 
Calif., OP 

Clark, Randall Lee, 5040 USAF Hospital, 
APO 942, Seattle, Wash., OP 

Clark, Spurgeon William, Jr., 
bella St., Waycross, Ga., OP 

Clough, Howard Kenneth, Lankenau 
Medical Bldg., Philadelphia 31, Pa., OP 

Cooper, Jack Crawford, 836th Tac Hosp- 
ital, Langley AFB, Va., OP 

Cosgrove, James Francis, 390 Main St., 
Worchester 8, Mass., OP 

Crampton, Henry Jerome, 125 Amesbury 
St., Lawrence, Mass., OP 

Crisman, Homer Ronald, 208 Medical 
Dental Center, Missoula, Mont., OP 

Cutler, William Miller, 648 N. Wood- 
ward, Birmingham, Mich., OP 


Mayer 


502 Isa- 


Dabezies, Oliver Hippolyte, Walter Reed 
Army Hospital, Washington 12, D. C., 
OP 


Dennis, Robert P., 1002 Gore Blvd., Law- 
ton, Okla., OP 

DeNote, Anthony Paul, 12700 W. Dixie 
Highway, North Miami 61, Fla., OP 

Dersh, Jerome, 814th Medical Group, 
Westover AFB, Mass., OP 

Dias, John Felisberto, Jr., 227 Union St 
New Bedford, Mass., OALR 
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Does, Charles Wordsworth, 195 Thayer 
St., Providence 6, R. I., OP 


Dong, Emma O., 535 E. Romie Lane, 
Salinas, Calif., OP 


Donnelly, Joseph Cornelius, 7955 Castor 
Ave., Philadelphia 15, Pa., ALR 


Doull, Arthur Ernest, 324 Spring Garden 
Rd., Halifax, N. S., Canada, OALR 


Dowling, Joseph Leo, Jr., 207 Waterman 
St., Providence 6, R. I., OP 

Doyle, Samuel Chamberlain, 
Clinic, Hanover, N. H., ALR 

Dubroff, Seymour, 1737 H St. 
Washington 6, D. C., OP 

Duggan, William Thomas, 2175 Hayes 
St., San Francisco 17, Calif., ALR 

Dunn, Shepard Nash, 1718 Hampton St., 
Columbia, S. C., OP 


Hitchcock 


N. W., 


Eastwood, Herbert Kendrick, Jr., Major 
(MC), 7373rd USAF Hospital, APO 10, 
New York, N. Y., ALR 

Eliasoph, Ira Ingram, 35 BEB. 8s6th St., 
New York 28, N. Y., OP 


Ellsworth, Robert Malcolm, 635 W. 165th 
St., New York 32, N. Y., OP 


Engler, Carl H., 1930 Wilshire Blvd., 
Los Angeles 57, Calif., OP 
Eubanks, William Lewis, 2929 Haber- 


sham Rd. N. W., Atlanta 5, Ga., OP 


Eves, John Harold, Thayer Hospital, 
Waterville, Maine, ALR 


Farish, Henry G., 13320 Riverside Dr., 
Sherman Oaks, Calif., OP 


Farrell, George Raymond, 150 N. Center 
St., Reno, Nev., ALR 


Faye, Eleanor Eaton, 121 E. 60th St., 
New York 22, N. Y., OP 


Fernandez, Rafael O., 160 Ponce de Leon 
Ave., San Juan, Puerto Rico, OP 


Fidler, Harry Earl, 103 Bayard St., New 
Brunswick, N. J., ALR 


Fine, Ben Sion, A.F.I.P., Walter Reed 
Army Hospital Center, Washington 25, 
D. C., OP 


Fornatto, Elio Joseph, 
Elmhurst, Ill., ALR 


Fossas, Rafael J., Miramar Ave., 
Santurce, Puerto Rico, OP 


172 Sehiller St., 


706, 


Frame, Stuart Maurer, Jr., 216 Alexander 
St., Rochester 7, N. Y., ALR 
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Gans, Jack S., 1401 Reisterstown Rd., 
Baltimore 8, Md., OP 

Genereux, Arthur George, 408 Canada 
Bldg., Saskatoon, Sask., Canada, OALR 

Goldsmith, Robert Irwin, 527 E. Liberty, 
Ann Arbor, Mich., OP 

Goldstein, Edward N., 940 Brooklyn Ave., 
Brooklyn 3, N. Y., ALR 

Gorin, Edward Frederick, 841 W. San 
Bruno Ave., San Bruno, Calif., OP 

Gozum, Ekrem, 123 Second Ave. S. E., 
Minot, N. D., ALR 

Grandon, Eugene Leonard, University 
Hospitals, lowa City, Iowa, OP 

Griffey, Louis Ernest, 53 W. Central St., 
Natick, Mass., ALR 


Gruber, Ellis, 35 Chestnut St., Rochester 
ta 

Gyorkey, Joseph, 758 N. Ogden Ave., 
Chicago 22, Ill., ALR 


Haddad, Maurice, 213 Wallace S. Bldg., 
Tampa 2, Fla., ALR 

Halle, Jules, 75 St. Louis St., Quebec 4, 
Que., Canada, OALR 

Hamilton, Harvey Seaman, Suite 260, 
403 Sixth St., New Westminster, B. C., 
Canada, OP 

Hanna, Homer Harold, Capt. MC, Valley 
Forge Army Hospital, Box 76, Phoenix- 
ville, Pa., ALR 

Hannon, John Francis, Qtrs. 203-A, U. S. 
Naval Hospital, Portsmouth, Va., OP 

Harper, William Henry, Billings Clinic, 
P. O. Box 2555, Billings, Mont., OP 


Harris, Ronald Blythe, 711 S. Jefferson 
St., Roanoke 10, Va., OP 

Harrison, Elizabeth Quarles, 363 Queens 
Ave., London, Ont., Canada, OP 

Hauser, Paul John, 636 Church St., Evan- 
ston, Ill., OP 

Hertzog, Francis Carl, Jr., 800 Pine Ave., 
Long Beach 13, Calif., OP 

Heyner, Conrad S., 3424 Oakman Blvd., 
Detroit 4, Mich., OP 

Himes, Ralph Francis, Jr., 340 Central 
Trust Bldg., Altoona, Pa., OP 

Hinton, Golden Sanders, 207 Watauga 
Ave., Johnson City, Tenn., OP 

Holland, John Joseph, 511 Bondi Bldg., 
Galesburg, Ill., OP 

Holland, Monte Gene, 1430 Tulane Ave.. 
New Orleans 12, La., OP 


Holowin, Joseph S., 1350 W. Seventh St., 
San Pedro, Calif., OP 
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Ianacone, Samuel J., 32 N. Goodman S&t., 
Rochester 7, N. Y., OP 

Iglesias, Robert Garcia, 442 W. Lafay- 
ette, Tampa 6, Fla., ALR 


Jackson, Andrew Henry, Meharry Medi- 
cal College, Nashville 8, Tenn., OP 
Jampel, Robert S., 450 Clarkson Ave., 
Brooklyn 3, N. Y., OP 

Johnson, Ernest Anderson, 100-103 Med- 
ical Dental Bldg., Calgary, Alta., Can- 
ada, OP 

Joseph, Alfred Louis, 39 N. Ohio Ave., 
Columbus 3, Ohio, OP 


Kanofsky, F. J., 1734 State St., 
Barbara, Calif., OP 

Kantor, Theodore J., 
Utica 2, N. Y., ALR 

Katz, Irving M., 84-32 Midland Pkwy, 
Jamaica Estates 32, N. Y., OP 

Kaufman, Ira H., 75 S. Middle Neck Rd., 
Great Neck, N. Y., OP 

Kemp, Gordon B., Geisinger Memorial 
Hospital, Danville, Pa., OP 

Kennedy, John Joseph, 1356 Union St., 
Schenectady 8, N. Y., OP 

Kleckner, James Franklin, 3731 Stocker 
St., Los Angeles 8, Calif., OP 

Kleinhandler, William W., 927 
Ave., New York 28, N. Y., OP 

Klika, Raymond Riggs, 16360 Broadway. 
Maple Heights, Ohio, OP 

Knisely, Samuel Weaver, 1410 N. Second 
St., Harrisburg, Pa., OP 

Kossner, Herbert Karl, 2100 Kincaid 
Way, Sacramento 25, Calif., ALR 

Kratz, Robert Collin, 2508 Auburn Ave., 
Cincinnati 19, Ohio, ALR 


Kwapy, Clemens Ralph, 208 E. Wisconsin 
Ave., Milwaukee 2, Wis., ALR 


Santa 


264 Genesee St., 


Park 


Ladenheim, Jacob, 505 S. Oak Park Ave., 
Oak Park, Ill., OP 


Lange, Rollo DuBois, 1 S. Pinckney St., 
Madison 3, Wis., ALR 


Lansche, Richard Kindell, lith Field 
Hospital, APO 178, New York, N. Y., 
OP 


LaSala, Anthony Mark, 851 Bushwick 
Ave., Brooklyn 21, N. Y., ALR 

Laws, Harold Wyatt, 1509 Sherbrooke 
West, Montreal, Que., Canada, OP 


Leek, Joseph Hugh, 205 W. Second St., 
Duluth 2, Minn., ALR 
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LeJeune, Francis Ernest, Jr., Ochsner 
Clinic, New Orleans 15, La., ALR 

Ley, Albert P., 640 S. Kingshighway, 
St. Louis 10, Mo., OP 

Liao, Chung Kuo, 13000 S. Maple Ave., 
Blue Island, Ill., OP 

Lim, Sigdian S., Kings County Hospital, 
Brooklyn 3, N. Y., ALR 

Lodge, John Hayes, 7815 Old Georgetown 
Rd., Bethesda 14, Md., OP 

Longfellow, Don Woodward, Armed 
Forces Institute of Pathology, Wash- 
ington 25, D. C., OP 

Lorenz, Elmer Wilford, 7600 Carroll 
Ave., Takoma Park, Md., ALR 

Lubowitz, Richard M., The Benson East, 
Jenkintown, Pa., OP 


MacRae, Donald MacKay, 324 Spring 
Garden Rd., Halifax, N. S., Canada, 
OALR 

Maestre, Federico J., 1502 Ponce de 
Leon Ave., Santurce, Puerto Rico, OP 

Magian, Victor deCourcey, Winnipeg Cli- 
nic, Winnipeg, Man., Canada, ALR 

Malec, Henry William, 3600 Forbes, 
Pittsburgh 13, Pa., OP 

Malkoff, Jack, 1005 $Belmont 
Youngstown 4, Ohio, ALR 

Malloy, David J., 9215 W. 
Milwaukee 10, Wis., OP 

Mancall, Irwin Tuch, 750 Main St., Hart- 
ford 3, Conn., OP 

Mandler, George, 913 Webster St., Chil- 
licothe, Mo., ALR 

Mangahas, Cayetano P., 1930 Chestnut 
St., Philadelphia 3, Pa., OP 

Marshall, James R., Jr., 20160 Mack 
Ave., Grosse Pointe 36, Mich., OP 

Maynard, Robert Ensign, 215 Fourth PIl., 
Renton, Wash., OP 

Mays, Joseph Lamar, 1029 Candler Bldg., 
Atlanta 3, Ga., OP 

McCoy, R. Hall, 1374 Sherbrooke St. 
West, Montreal 25, Que., Canada, ALR 

McLean, Richard K., 119 N. Imperial, El 
Centro, Calif., OP 

MecNicholas, Patrick John, 288 Duck- 
worth St., St. John’s, Nfld., Canada, OP 

MeNichols, William Arthur, Jr., 101 First 
St., Dixon, Ill., OP 

Meyers, Marina Prajmovsky, 13 Walnut 
Rd., Glen Cove, N. Y., OP 

Michaile, Kenneth Isadore, 1930 Chest- 
nut St., Philadelphia 3, Pa., OP 
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Milam, Daniel Franklin, Jr., 
Ave., Bellevue, Wash., OP 
Mirabile, Thomas J., 59 Burnside Ave., 
East Hartford 8, Conn., OP 
Montalvo, Andres, Professional 
Santurce, Puerto Rico, OP 
Moose, Ray M., 575 Fifth St., San Ber- 

nardino, Calif., ALR 
Moraitis, Constantine Z., 4127 Browns- 
ville Rd., Pittsburgh 27, Pa., OP 


27 103rd 


Bldg., 


Nachod, Grace Rebecca, 5501 Greene St., 
Philadelphia 44, Pa., OP 

Nito, Yuichi, University of Tennessee, 
Memphis, Tenn., ALR 

Nousek, James Edward, Jr., 2020 E. 93rd 
St., Cleveland 6, Ohio, OP 


Ocasio Cabanas, Kermell A., 353 De 
Diego Ave., Santurce, Puerto Rico, OP 

O'Neil, Lloyd, 33 S. Island St., Aurora, 
Ill., ALR 

O'Neill, James Flemister, 511 11th St. 
North, St. Petersburg, Fla., OP 


Parsons, Hugh Earle, 442 W. Lafayette 


St., Tampa 6, Fla., OP 


Parsons, Richard Clare, Grady Hospital, 
Atlanta 3, Ga., ALR 

Pasek, Edward Antone, 1600 S. Western 
Ave., Sioux Falls, S. D., OP 

Patchett, Orval Wilson, 712 N. Fourth 
St., Pasco, Wash., OALR 

Pate, John Wilson, 55 E. North St., 
Madisonville, Ky., OP 

Pearlman, Edwin, 910 Wainwright Bldg., 
Norfolk 10, Va., OP 

Peretz, Walter Leon, 1224 Clinton Ave., 
Irvington, N. J., OP 

Pernoud, Michael Frank, 634 N. Grand 
Ave., St. Louis 3, Mo., OP 

Perreten, Frank Arnold, 209 Reynolds 
Bldg., Winston-Salem, N. C., OP 


Perry, Judith V., 830 W. Bighth St., 
Hinsdale, Ill., OP 


Phillips, Roland LaVerne, 403 Matthews 
Bldg., Owosso, Mich., OP 


Pincus, Morris Herbert, 881 Washington 
Ave., Brooklyn 25, N. Y., OP 


Pinsker, Oscar T., 701 E. 63rd St., Kan- 
sas City, Mo., ALR 


Post, Jarvis Harold, 345 Vine St., Johns- 
town, Pa., OP 
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Quinn, James Henry, 804 Boston Blidg., 
Salt Lake City, Utah, OP 


Raban, Reginald James, 227 S. Sixth St., 
Camden 3, N. J., OP 


Rados, Walter T., 31 Lincoln Park, New- 
wark 2, N. J., OP 


Radpour, Shokri, State University of New 
York, Brooklyn 3, N. Y., ALR 

Raggio, Thomas P., Reymond Bldg., Ba- 
ton Rouge, La., ALR 


Ramer, Philip, 31 E. Bridge St., Berea, 
Ohio, OP 


Rankin, Richard Brandon, Jr., Cabarrus 
Bank Bldg., Concord, N. C., OP 

Razim, Edward Anton, 6804 Windsor 
Ave., Berwyn, Ill., ALR 

Reichert, Clifford F., 132 Union Ave., 
Framingham, Mass., OP 


Rhodes, David Henry, Jr., 7013 Jenkins 
Arcade, Pittsburgh 22, Pa., OP 


Rice, Jacob, 114 Waltham St., Lexington 
73, Mass., OP 


Rice, Lee Edward, 2141 14th St., Boul- 
der, Colo., OP 


Rife, Charles Jacob, 716 N. Lime St., 
Lancaster, Pa., OP 


Roberts, Shaler Sinclair, Jr., 416 N. Semi- 
nary St., Florence, Ala., OP 

Robinson, Mendell, 206 Waterman St., 
Providence 6, R. I., ALR 


Roe, Chester Thomas, Professional Bldg., 
1221 E. State St., Rockford, Ill., OP 


Rolfes, Harry Franklin, 148 First St. 
North, St. Petersburg 1, Fla., OP 

Rowe, Fred Anderson, Jr., 340 Doctors 
Bldg., Nashville 3, Tenn., OP 


Rup, Edmund Charles, 85 Jefferson St., 
Hartford 14, Conn., OP 


Sabin, Frederick Chapman, 101 S. Front 
St., Marquette, Mich., OP 


Sallee, William Thomas, USAF School of 
Aviation Medicine, Randolph AFB, 
Texas, OP 


Salmon, Louis R., 1008 N. Main 
Bloomington, Ill., OP 


Sandler, Robert, 818 Medical Arts Bldg., 
Baltimore 1, Md., OP 


Schwade, Irwin, 250 W. 21st St., New 
York 11, N. Y., OP 


Senita, George Robert, 198 Lincoln Ave., 
Pittsburgh 2, Pa., OP 
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Shekter, William B., 2425 Geary Blvd., 
San Francisco, Calif., OP 


Shrader, Edward Charles, 1406 Heyburn 
Bldg., Louisville 2, Ky., OP 


Silver, Abraham Gilbert, 30 E. 60th St., 
New York 22, N. Y., ALR 


Simpson, Roger Allen, 319 E. Blooming- 
ton St., Iowa City, lowa, ALR 


Smith, Howard Willis, 442 Temple St., 
New Haven 10, Conn., ALR 

Smith, Joseph Lawton, Wilmer Institute, 
Johns Hopkins Hospital, Baltimore 5, 
Md., OP 

Smith, William Arthur, 3166 Maple Dr. 
N. E., Atlanta 5, Ga., OP 

Smith, William Orlando, 327 Utica 
Square Medical Center, Tulsa, Okla., 
ALR 

Sofranec, James Richard, 208 Mahoning 
Bank Bldg., Youngstown, Ohio, ALR 

Sonnier, William, Jr., 1458 S. College 
Rd., Lafayette, La., OP 


Sophocles, Aris M., 224 W. State St., 
Trenton 8, N. J., ALR 


Sozanski, Julius C., 77 Broad St., Lynn, 
Mass., OP 


Spencer, William Howard, 490 Post St., 
San Francisco 8, Calif., OP 


Stein, Harold A., 329 Bloor St. West, 
Toronto 5, Ont., Canada, OP 


Stevenson, Roger, U. S. Naval Hospital, 
Corpus Christi, Texas, OP 


Stokes, James Arthur, Martin Army Hos- 
pital, Fort Benning, Ga., OP 


Stone, Howard H., 416 N. Bedford Dr., 
Beverly Hills, Calif., OP 


Straatsma, Bradley Ralph, U.C.L.A. Med- 
ical Center, Los Angeles 24, Calif., OP 


Stratford, Thomas P., 200 Medical Arts 
Bldg., Richmond 19, Va., OP 


Strow, Wallace F., 520 E. Allen, Spring- 
field, Ill., OP 


Summar, Marion Thomas, East Range 
Clinic, Virginia, Minn., ALR 


Tatar, Joseph, 1893 Sheridan Rd., High- 
land Park, Ill., OP 


Taylor, Irvin S., 62 S. 
Ossining, N. Y., OP 


Tenzel, Richard Ruvin, 210 E. 64th St., 
New York 21, N. Y., OP 


Highland Ave.. 
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Tetlie, James P., 628 Medical Arts Bldg., 
Duluth 2, Minn., OP 

Thorn, James Isham, U. S. Naval Hospi- 
tal, Philadelphia 45, Pa., OP 

Ticho, Karl E., 4817 W. 83rd St., Oak 
Lawn, Ill., OP 

Touma, Alfred, 735 S. Washington St., 
Royal Oak, Mich., OP 

Trachtenberg, Lee Hersh, 112 Rimbach, 
Hammond, Ind., OP 

Traganza, Robert W., 236 White Horse 
Pike, West Collingswood 6, N. J., OP 

Trotter, Robert R., 243 Charles St., Bos- 
ton 14, Mass., OP 

Tucker, Gabriel Frederick, Jr., 
Hopkins Hospital, 
ALR 


Turnbull, Don C., 501 Woodward Bldg., 
Birmingham 3, Ala., OP 


Twichell, Gilbert A., USAF Hospital, 
Maxwell AFB, Montgomery, Ala., ALR 


Johns 
Baltimore 5, Md., 


Valusek, Fred Anthony, U. S. Naval Hos- 
pital, Qtrs. F-21, Philadelphia 45, Pa., 
ALR 


Veenis, Cornelius Y., 4627 Fifth Ave., 
Pittsburgh 13, Pa., OP 

Vermes, Edmund, 625 Park Ave., 
York 21, N. Y., ALR 


New 


Walthall, Joseph Emmett, III, 1673 W. 
Broadway, Anaheim, Calif., ALR 

Watzke, Robert Coit, Dept. of Ophthal- 
mology, University Hospitals, Iowa 
City, Iowa, OP 

Welch, Robert Bond, Wilmer Institute, 
Johns Hopkins Hospital, Baltimore 5, 
Md., OP 

Whitaker, Clay W., 10515 Carnegie Ave., 
Cleveland 6, Ohio, ALR 

White, John James, 653 W. 
Jackson 2, Miss., OP 

Whitehead, David C., 1306 Colonial Ave., 
Norfolk 7, Va., OP 


Whitfield, Stanley, Box 328, Presbyterian 
Hospital, New York 32, N. Y., ALR 

Wiedman, Michael S., 9 Central St., Low- 
ell, Mass., OP 

Williams, James Arthur, 2628 El Camino 
Ave., Sacramento 21, Calif., ALR 

Willoughby, William Allen, 974 Fisher 
Bldg., Detroit 2, Mich., OP 


State St., 


Yancey, William Albert, 233 A St., San 
Diego 1, Calif., OP 
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Yasuna, Jules M., 1020 Main St., Peeks- 
kill, N. OP 

Yatzkan, David N., 816 Ann St., Home- 
stead, Pa., OP 


Zamora, Pablo J., Tripler U. S. Army 
Hospital, APO 438, San Francisco, 
Calif., OP 


Zavatsky, Albert Richard, 100 State St., 
Harrisburg, Pa., ALR 

Zuckerman, Bernard D., 255 Bradley St., 
New Haven 10, Conn., OP 


Dr. HANseN: The Council nominates for 

the following offices for the year 1960: 

Dr. Dean M. Lierle, lowa City 

President-Elect: Dr. Pischel, 
San Francisco 

First Vice-President: Dr. Harold G. Scheie, 
Philadelphia 

Second Vice-President: Dr. David R. Higbee, 
San Diego 


President : 
Dohrmann K, 


Third Vice-President: Dr. 


New Orleans 


James H. Allen, 


Councillor (for a 4-year term): Dr. Harry 
P. Schenck, Philadelphia 

Executive Secretary-Treasurer: Dr. William 
L. Benedict, Rochester, Minnesota 

Secretary for Ophthalmology: Dr. Kenneth 
L. Roper, Chicago 

Secretary for Otolaryngology: Dr. Clair Kos, 
lowa City 

Secretary for Instruction in Ophthalmology : 
Dr. A. D. Ruedemann, Sr., Detroit 

Secretary for Instruction in Otolaryngology 
and Maxillofacial Surgery: Dr. Eugene L. 
Derlacki, Chicago 


Secretary for Home Study Courses: Dr. 
Daniel Snydacker, Chicago 
Secretary for Public Relations: Dr. Glen 


Gibson, Philadelphia 


Mr. President, I move the adoption of these 
nominations. 


PRESIDENT DuUNNINGTON: Do I hear any 
other nominations? If not, what is your 
wish ? 


Dr. FREDERICK Corpes: | move that the 
Secretary be instructed to cast the ballot for 
those nominated. 


The motion was seconded by Dr. Rychener 
and carried. 


MEETING 
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Dr. Hansen: The Council recommends 
adoption of the following resolution: 


WHEREAS, The Educational Fund of the 
American Academy of Ophthalmology and 
Otolaryngology is now in excess of three 
hundred thousand dollars; and 


WHEREAS, The purposes of the fund are 
stated in an instrument entitled Educational 
Trust of the American Academy of Ophthal- 
mology and Otolaryngology; and 


WHEREAS, The custodian of the Academy 
Educational Fund is the First National Bank 
of Minneapolis, Minnesota; be it therefore 


RESOLVED (a) That the proposed Edu- 
cational Trust Agreement be approved and 
the Executive Secretary-Treasurer be author- 
ized to sign the Agreement for the Academy ; 
(b) That the Executive Secretary-Treasurer 
transfer to the Trustee such funds as are now 
invested in stock and bonds and held by the 
First National Bank as custodian. 


Mr. President, I move the adoption of this 
resolution. 


The motion was seconded by Dr. Roper 
and carried. 


Dr. Hansen: The following proposed 
changes in the Constitution of the Academy 
were read at the Business Meeting in 1958 
and have been published in the TRANSACTIONS ; 
they have again been approved by the 1959 
Council and are recommended for adoption: 


(c) Associate Fellowship 


1. In Article III, first paragraph, insert the 
words Life Fellows, Inactive Fellows fol- 
lowing the words Active Fellows. 


2. In Article IL], Section (a) Active Fellow- 
ship, add after words acceptable to the 
Council, the sentences Active Fellows shall 
automatically become Life Fellows after 
twenty-five consecutive years m good 
standing. Life Fellows shall enjoy all the 
privileges of Actwe Fellows. 


3. In Article II], Section (b) Inactive Fel- 
lows, paragraph one: 


(a) Delete the first three words Senior 
or Junior and_ substitute the word 
Active. 

(b) In the second sentence delete the 
words pay no dues. 

(c) At the end of the paragraph, after 


the word TRANSACTIONS, add_ the 


words except by subscription. 
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(d) Title this paragraph (c) Inactive 
Fellows and place it immediately 
before (d) Honorary Fellowship. 


4. In Article III, Section (b) Inactive Fel- 
lows, paragraph two: 


(a) Delete the words at least one of 
whom shall be a resident of the can- 
didate’s home state or province (ex- 
cept where there are not members 
of this Society resident the state 
or province). 


5. In Article III], Section (c) Associate Fel- 
lowship : 


(a) Delete the sentence Associate Fel- 
lows shall pay dues equal to one- 
half the regular dues for Junior 
Fellows. 


(b) Title this paragraph (5b) Associate 
Fellowship and place it immediately 
after the paragraph titled (a) Active 
Fellowship. 


The first paragraph and Sections (a), (b), 
and (c) of Article III of the Constitution of 
the American Academy of Ophthalmology 
and Otolaryngology, as amended, would then 
read : 


Article III 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be desig- 
nated as Active Fellows, Life Fellows, In- 
active Fellows, Associate Fellows, and 
Honorary Fellows. 


(a) Active Fellowship 


A candidate for Active Fellowship shall 
be a member in good standing of his or her 
local and national niedical society and _ shall 
be certified and approved by a national ex- 
amining and certifying specialty Board ac- 
ceptable to the Council. Active Fellows shall 
automatically become Life Fellows after 
twenty-five consecutive years in good stand- 
ing. Life Fellows shall enjoy all the priv- 
ileges of Active Fellows. 


(b) Associate Fellowship 


Associate Fellows may be elected from 
those in fields allied to Ophthalmology and 
Otolaryngology who are not eligible to other 


fellowship classifications and who are pro- 


posed by two Active Fellows, approved by the 
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Council, and have a three-fourths affirmative 
vote of all Fellows present at the Annual 
Meeting. They shall not be eligible to vote 
or to hold office, but they shall receive the 
TRANSACTIONS. 


The application blank provided by the 
Academy shall be duly filled out by the can- 
didate and filed, together with the current 
application fee, with the Executive Secretary- 
Treasurer. The application shall carry the en- 
dorsement of two Fellows of the Academy. 


If an applicant shall fail to qualify for 
Fellowship within three years after his ap- 
plication has been filed with the Executive 
Secretary-Treasurer, the application fee is 
forfeited—however, the applicant may renew 
his application for an additional three-year 
period by paying the current fee. Application 
fee is not returnable except by order of the 
Council after the candidate is refused election. 


At least four weeks before the annual 
meeting a list of all applications filed with 
the Executive Secretary-Treasurer shall be 
sent to the Fellows with the official call of 
such meeting. Applications so listed shall be 
presented to the Council and after its approv- 
al, shall be submitted to the Active Fellows 
of the Academy for voting at the next an- 
nual meeting. Other applications not included 
in said list shall not be submitted by the 
Council for vote of the Active Members of 
the Academy until after an annual meeting. 
A three-fourths affirmative vote of all Ac- 
tive Fellows present and voting shall consti- 
tute an election. 


Any doctor of medicine who has materially 
aided the progress of medicine in its relation 
to diseases of the eye, ear, nose or throat may, 
on nomination of two Fellows and recommen- 
dation of the Council, and by «© unanimous 
vote of the Fellows present «t an annual 
meeting, be elected an Active Fellow. 


(c) Inactive Fellows 


Active Fellows may by reason of physical 
infirmity or retirement from practice be 
classified by action of the Council as “Inac- 
tive.” Inactive Fellows shall have no voting 
privileges and shall not receive the TRANS- 
ACTIONS except by subscription. 


Mr. President, I move the adoption of these 
changes in the Constitution. 


The motion was seconded by Dr. Rychener 
and carried. 
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BUSINESS 


Dk. HANSEN: The Council has designated 
the time and place of the next scientific ses- 
sion of the Academy as October 9 to 14, 
1960, Palmer House, Chicago. 


Mr. President, | move the acceptance of 
the report as a whole. 


The motion was seconded by Dr. Roper 
and carried. 


PRESIDENT DUNNINGTON: Is 
new business to come 
meeting ? 


there any 
before the business 


Hearing none, | will ask Dr. Gibson to 
escort the President-Elect to the Chair. 


(The members arose and applauded as 
President-Elect Lierle was escorted to the 


rostrum. ) 


PRESIDENT-ELect Lrer_e: I simply want 
to express my appreciation for the great 
honor you have conferred upon me. I shall 
try to do the best I can with the help of all 
ot vou. 


And I want to congratulate you, Mr. Pres- 
ident, on the very successful meeting you have 
had. I think it has been one of the best we 
have ever had. (Applause) 


MEETING 
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PRESIDENT DUNNINGTON: | can only state 
that this has been the most pleasant assign- 


ment I have had in my entire career. 
| must confess that I looked forward to 
it with a little trepidation because I didn’t 
know exactly how arduous the duties would 
be, but with the splendid help that we have 
had from every member of the official fam- 
ily, shall we call them, it has been, indeed, 
an easy job and one that has not taxed my 
strength or energy to any great extent. That 
is because of the very efficient way in 
which the Academy is organized. Of course, 
along with Dr. Benedict comes our real helper, 
Mrs. Ledgerwood, without whom I don't 
know what even he would do. Then we come 
to the secretaries of both sections and the 
secretaries of the Home Study Courses. Each 
and every one, without mentioning all of them 
by name, I want to thank for their whole- 
hearted support and to say that I am confi- 
dent that the future of this society will al- 
ways be bright as long as it remains in such 
good hands and this efficient body continues 
to function in the manner it has done pre- 
viously. 


If there is no further business I will en- 
tertain a motion to adjourn. 


(Upon motion made by Dr. Rychener, sec- 
onded and carried, the meeting adjourned at 
5:50 o'clock.) 


' 
t 
‘ 
. 
“ey 
3 
4s 
2 
: 
ax 
ny 
2375 
ote 
ch 
‘ 
= 
: 
‘ 


REPORT OF THE COMMITTEE ON 
AUDIO-VISUAL EDUCATION 


Dean M. Lierte, M.D., Chairman 


The Committee on Audio-Visual Education 
has considered the review of motion picture 
films pertaining to sensory diseases and has 
sent to authors of papers descriptive literature 
on the production of slides. Prints of two 
motion pictures on removal of temporal bones, 
one by Edmund P. Fowler, Jr., and another 
by Harold F. Schuknecht, have been dis- 
tributed through the home office. There are 
no films in production nor scheduled for pro- 
duction in 1959. To date the Academy has 
sold 21 prints of the film Embryology of 
the Ear, 22 albums of Embryology of the 
Ear prints, 72 prints of the film Embryology 
of the Eye, 46 filmstrips of Embryology of 
the Eye, 16 sets of cardboard-mounted slides 
on the eye, and 18 sets of glass-mounted 
slides on the eye. 


REPORT OF COMMITTEE ON 
CONSERVATION OF HEARING 


Dean M. Lierte, M.D., Chairman 


The Committee on Conservation of Hear- 
ing met in the Palmer House, Chicago, on 
Sunday, December 7, 1958, at 9:00 a.m. 


Present: Drs. Boies, Bordley, Canfield, 
Davis, Fowler, Fox, Glorig, Goodhill, House, 
Jordan, Juers, Kos, Lierle, Lindsay, McHugh, 


McLaurin, McNally, Nash, Schuknecht, 
Shambaugh, Simonton, Tonndorf, Carhart, 


Carter, Lawrence, Reger, Serio and Silver- 
man. 


The minutes of the last meeting, December 
14, 1957, were approved as circulated. 


A. Dr. Lierle reported there was sufficient 
money for the expenses of extra meetings of 
the Subcommittees. He recommended _ that, 
if needed, the Subcommittees meet at least 
a half day prior to the meeting of the General 
Committee. 
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Upon recommendation by the Activities Committee, the Council voted acceptance of the 
following reports of standing and joint committees: 


B. The chairman reported that he had had 
many requests for information concerning 
what governmental agencies one should apply 
to for grants and how to make applications. 


1. In discussing this problem it was rec- 
- ommended that people connected with the 
various governmental agencies be asked to 
attend the next meeting and talk to the 
group. It was suggested that Dr. Gordon 
Seger of the National Institutes of Health 
be invited to attend the next meeting to 
discuss the policies of N. I. H. concerning 
training and research grants and the meth- 
ods of making application. 


2. It was also recommended that Dr. 
Tonndorf write a paper for publication in 
the TRANSACTIONS of the American Acad- 
emy of Ophthalmology and Otolaryngology 
on the availability of funds for the support 
of research in otolaryngology. 


C. The chairman asked Dr. House to speak 
on the question of an affiliation of the Re- 
search Center and the University of Southern 
California. 


Dr. House reported that about two years 
ago it became quite obvious that the present 
workers in the Research Center would ob- 
tain certain advantages if they had some 
University status. This concerns mainly the 
benefit of the faculty staff received from the 
University retirement plan. Some time ago 
administrative officers of the University of 
Southern California as well as the Medical 
School were contacted regarding the affilia- 
tion of the Los Angeles Foundation of Otol- 
ogy with the University. It was agreed that 
such an affiliation would be of benefit and 
profitable to all concerned, and Dr. House 
was authorized to pursue the matter further. 
Through this connection the Research Center 
of the Subcommittee on Noise would be a 
research arm of the Los Angeles Founda- 
tion of Otology. This plan would in no way 
affect the present relationship with the Sub- 
committee on Noise and the American Acad- 
emy of Ophthalmology and Otolaryngology. 
Dr. House asked that the Subcommittee on 
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Noise be empowered to proceed with the af- 
filiation of the Research Center with the Uni- 
versity of Southern California. 


Dr. Davis made a motion that Dr. House 
be authorized to proceed with the above 
plan. This was seconded by Dr. Bordley. 
Carried. 


D. The chairman said that two exhibits 
had been presented by the Subcommittee dur- 
ing the past year and suggested that Dr. 
Schuknecht and Dr. Simonton give reports. 


Dr. Schuknecht stated that the Subcom- 
mittee on Research sponsored an exhibit at 
the October 1958 meeting of the Academy 
which he and Dr. Lindsay had prepared on 
the technique of removing temporal bones at 
autopsy. This exhibit, according to reports, 
proved to be a worthwhile venture. Untor- 
tunately it was destroyed in the Palmer House 
fire, but Dr. Benedict of the Academy indi- 
cated that the cost to the Academy will be 
covered by insurance. The Subcommittee has 
under consideration the repetition of such an 
exhibit in a year or two because of the im- 
portance of the technique to the resident 
teaching program in otology as well as for 
the program on temporal bone pathology ini- 
tiated by the Subcommittee on Research. Dr. 
Schuknecht mentioned that the National In- 
stitutes of Health has recently taken an in- 
terest in this program. 


It was recommended that the exhibit pre- 
sented by Dr. Schuknecht and Dr. Lindsay 
be prepared again. Dr. Schuknecht stated 
that since the present exhibit was totally lost 
it would be better to wait at least two years 
before making a new exhibit. 


Dr. Simonton reported that the exhibit for 
the American Medical Association was a lit- 
tle simpler than that prepared by Drs. Schuk- 
necht and Lindsay and was more suited to 
the general practitioner. He stated that hard- 
ly anyone passed by the exhibit. The pedia- 
tricians were particularly interested in the 
problem of serous otitis media. It was con- 
sidered worthwhile as expressed by the men 
whe attended. 


Dr. Glorig suggested that it might be 
worthwhile from the standpoint of collecting 
data, as well as educationally, to set up three 
or four testing booths at the time of the 
Academy meeting in Chicago to test the hear- 
ing of as many as practical of the men and 
women who attended the meeting during the 
time of the session. This would be possible 
in conjunction with the usual exhibit prepared 


‘Standard for 


by Dr. Simonton. The plan would be to use 
several booths and place them at various 
strategic locations in the exhibit area. Ar- 
rangements probably could be made to have 
students from Northwestern University to 
do the testing and the booths could operate 
during the entire time the exhibits were open. 
The expenses for the students could be paid 
from the budget of the Research Center. Ar- 
rangements could also be made to have copy 
of his audiogram given to each volunteer 
subject. He stated it would be of interest to 
know what hearing levels exist in a popula- 
tion such as a large group of physicians. 


It was recommended that the usual exhibit 
prepared by Dr. Simonton be presented in 
conjunction with the project proposed by Dr. 
Glorig. It was also recommended that some 
advance publicity would be desirable and 
suggested that the TRANSACTIONS publish some 
sort of an announcement prior to the Acad- 
emy stating that these hearing tests would 
be conducted during the Academy sessions. 


E. Dr. Davis was asked to speak on the 
proposed change in the normal hearing ret- 
erence level. 


Dr. Davis stated that only with the setting 
up of an international standard for the zero 
reference level for audiometers will com- 
munication concerning audiometric data be 
free and unconfused. Great Britain has re- 
cently adopted its own standard and several 
European countries have adopted the British 
standard tentatively, but all of them are in a 
mood to agree on a true international stand- 
ard. 


It is the consensus that the differences be- 
tween the present American and British 
standards are not due to difference in human 
hearing on the two sides of the Atlantic 
Ocean. Part of the apparent difference is 
due to technical details of measurement and 
the basis of the remaining difference is now 
quite well understood, as will be explained 
later. Those who have been concerned with 
these problems are now well agreed on the 
desirability of an international standard and 
on the technical methods related to it that 
should be employed. No new surveys or fur- 
ther technical experiments are needed. 
Enough data are now available, but an im- 
portant arbitrary decision must be made. 


The problem is the difference between the 
present American Standard and the British 
audiometric zero which is of 


the order of 10 decibels. The difference is 


ay 

Sad) 

ars 
7 

: 

¢ 
q 

oF 

¥ 

Use 

- 
on 

3 

? 

| 

% 

«© 


850 


due to different viewpoints as to what to call 
“normal.” The present American Standard 
for audiometric zero was based on a U. S. 
Public Health Service population survey and 
has represented fairly well the expected aver- 
age of “normal” performance in audiologic 
clinical tests. Actually the other countries 
have had the advantage of defining their audi- 
ometric zero later than we did (and not un- 
til techniques had already reached a high 
standard). The British Standard is based on 
the median value for the hearing of young 
adults with ears that were otologically nor- 
mal. Tests were made under good acoustical 
conditions and with well-motivated subjects. 
This standard has the great advantage that it 
can be, and has been, reproduced quite closely 
in any country, including the United States 
and Soviet Russia. 


A very practical fact is that there seems 
to be no real chance of persuading the Brit- 
ish and European countries to accept the 
present American Standard. They apparently 
will cooperate in arriving at an international 
standard if it is based on the modern con- 
cept of “best normal hearing,” which is about 
10 decibels more rigorous than the present 
American Standard. It would not be expen- 
sive in dollars to change from the present 
American Standard to the proposed interna- 
tional standard. The cost would be almost 
entirely in the inconvenience in readjusting 
our thinking to a new set of numbers and 
making the necessary translation when com- 
paring old data with new. Audiometers them- 
selves would not be changed except for the 
numbers on the “hearing loss” dial. The pres- 
ent minus 10 would be called zero, the pres- 
ent zero would become 10, and so on. Present 
audiometers could be changed to the new 
standard and a new dial provided whenever 
the owner wished to send it in for recalibra- 
tion. The actual physical range of the instru- 
ments would remain the same, and, with the 
exception of frequencies near 4000 cps, the 
minor adjustments at the various frequencies 
should be less than five decibels and probably 
well within the tolerance for accuracy of 
calibration that is given in the present Ameri- 
can Standard for Audiometers. The new 
audiogram blanks would be the same as the 
present blanks except that the zero line 
would be at the top of the chart. The points 
actually plotted to represent the hearing of a 
given patient would fall in the same position 
on the paper as before, so that an audiogram 
taken under the old standard and one on the 
new standard could be compared directly by 
simply placing one chart over the other. 
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For closer comparisons, and for statistical 
purposes, a table showing the exact difference 
between the old standard and the new could 
be printed on each new audiogram blank and 
attached to each new audiometer and to each 
old one when it is recalibrated. For clinical 
judgments of individual cases the table would 
not be necessary. Then the round-number 
correction of 10 db would be quite accurate 
enough. Eventually, the various laws and 
rules would be rewritten in terms of the new 
standard, but in the meantime the additional 
step of translating the hearing loss for speech 
from the old standard to the new, or vice 
versa, would not make the calculations ap- 
preciably more complicated than they already 
are. 


Confusion between the present American 
Standard and the desired International 
Standard can be minimized by the adoption 
of the new term “hearing level” instead of 
“hearing loss” to designate the value that is 
read on the intensity dial of an audiometer. 
New audiometers would measure a patient's 
“international hearing-threshold level” (in 
decibels) instead of his “hearing loss.” Inci- 
dentally, the writing group of the American 
Standards Association has already approved, 
in its present draft of the new standard for 
audiometers, the substitution of the term 
“hearing-threshold level” for “hearing loss” 
as the designation of the intensity scale on 
the new instrument, regardless of what 
standard for zero is to be used. 


It should be possible to get international 


agreement on exact fractional values of the 
new reference levels at various frequencies 
so chosen as to minimize or to avoid entirely 
any fractional values in the corrections need- 
ed to translate present American Standard 
data to the new standard. Almost certainly 
the correction for the average values at 500, 
1000 and 2000 cps (used in medicolegal rules 
to estimate the hearing loss for speech) could 
be made an integral number, perhaps exactly 
10 db. In general an effort could be made te 
adjust any fractional values in the direction 
of achieving a 10 db shift of reference level 
from the present American values. The only 
probable exception to this rule is at the fre- 
quencies near 4000 cps where the nearest 
round-number step would be 5 db instead of 
10 db. It appears, from the best available 
data, that the present American Standard is 
relatively more severe at and near 4000 cps 
than at other frequencies and that we there- 
fore have a “built-in” 4000 cycle notch of 
five decibels in all of our present audiograms. 
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In other words, in going to the new interna- 
tional standard there would be a 5 db reduc- 
tion of all 4000 cycle notches. Apart from 
this, however, the shape of clinical audio- 
grams would be unchanged. 


As practical steps toward arriving at an 
international standard for the zero ot audiom- 
eters, the Committee on Conservation of 
Hearing should inform the American Stand- 
ards Association Writing Group S3-W35: 


1. That it strongly advocates the adoption of 
an international standard for audiometric 
zero. 


2. That in establishing an international zero, 
consideration should be given to recent 
American determinations of the sensitivity 
of normal hearing, notably the second 
study conducted at the Wisconsin State 
Fair under the auspices of the Subcom- 
mittee on Noise. 


3. That the technical advice of the National 
Bureau of Standards and other qualified 
Statistical advice should be obtained and 
followed in regard to combining these and 
perhaps other American data with the data 
on which the present British Standard is 
based. 


That fractional decibel values at various 
frequencies should be arbitrarily rounded 
off or adjusted as necessary to obtain the 
following values: 


a. An integral decibel value for the dif- 
ference between the present American 
Standard and the new _ International 
Standard values for the average hear- 
ing level at the three frequencies, 
500, 1000 and 2000 cps. 


[Integral values for the decibel differ- 
ences between the present American 
Standard and the new Standard at as 
many individual frequencies as possible. 


That the following set of values for the 
differences from the present American 
Standard embody the above objectives and 
are close enough to the mean of the Brit- 
ish and the best American data to be con- 
sidered seriously as guides to adjusting 
the international standard values. 


CPS DB CPS DB 
10 1500 9 
13 2 
12 
10 


8 


6. That the adoption of these arbitrary mi- 
nor adjustments will considerably facilitate 
the adoption and practical use of the in- 
ternational standard by American otolo- 
gists, industry, the Armed Forces, and 
legal bodies, such as Workmen’s Com- 
pensation Commissions. 


The Committee on Conservation of Hear- 
ing can immediately start a campaign of pub- 
licity and education regarding the desirability 
of an International Standard for Audiometry. 
For example, an official statement can be pre- 
pared for publication. A presentation of the 
problem can be made at the Sunday evening 
meeting next October. Invitations can be 
transmitted to other groups, such as the 
American Speech and Hearing Society, re- 
questing them to cooperate in advocating and 
later im using the desired International 
Standard. 


Dr. Glorig reported that he had been a 
delegate at the meeting of the International 
Standards Committee and urged the adop- 
tion of an international standard for audiom- 
etric zero. Dr. Fowler stated that his com- 
mittee on audiometers had discussed this 
problem and recommended that it be acted 
upon at this time. 


The committee proposed the following: 


That the Associa- 


American Standards 
tion's recommendation that the Interna- 
tional Standards reference zero level as 
measured in a given coupler (when it is 
agreed upon by the International Stand- 
ards Association) be adopted for calibra- 
tion of the American audiometers to be- 
listed by the American Academy of Oph- 
thalmology and Otolaryngology. 


That for the inevitably difficult transition 
period every effort be made to make the 
changes to a new standard as easy as pos- 
sible for everyone concerned. 


That to facilitate the change, audiogram 
charts be recommended to show both the 
present American Standards and the In- 
ternational Standards. 


Handbook on Audiometry—Dr. Glorig 


Dr. Glorig reported that the chapters had 
been assigned for the handbook on audiome- 
try and were nearly all complete. He expected 
to have copies ready to send to the members 
of the Committee within a couple of months. 
The book will contain about one hundred 
pages. He stated that he had asked the chair- 
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man, Dr. Lierle, to write a foreword for the 


handbook.. 


It was recommended that Dr. Lierle dis- 
cuss the matter of publication with Dr. 
Benedict. 


G. Public Health Aspect of Hearing Con- 
servation—Dr. Glorig 


Dr. Glorig reported that he had asked Drs. 
Lierle, Alfaro, Eagles and Johnson to attend 
a preplanning meeting with him on December 
9 1958, in Washington, D. C. The purpose 
of the meeting was to develop plans for a 
National Conference on the Public Health 
Aspects of Hearing. A general discussion of 
various facets of the hearing conservation 
problem were explored preliminary to mak- 
ing specific decisions concerning the confer- 
ence. It is hoped that information obtained 
by the conference could be used in many 
ways—to inform people about the size and 
complexity of the problem, to arouse more 
people to engage in or support hearing con- 
servation activities, and to point up the need 
for these services more clearly. Another 
meeting is to be held in May, and a report 
will be given at the next meeting of the 
Committee on Conservation of Hearing. 


H. Short Courses in Audiometric Techniques 
—Dr. Carhart 


Dr. Carhart reported that the problem of 
designating a curriculum for a short course 
in simple audiometric techniques was con- 
sidered by the Committee on Clinical Stand- 
ards in Hearing of the American Speech and 
Hearing Association. A subcommittee was, 
in turn, appointed to study the problem and 
to report back to the Committee on Clinical 
Standards in Hearing, which, in turn, pre- 
sented the subcommittee’s recommendations 
to the Executive Council of the American 
Speech and Hearing Association. The mem- 
bers of the Subcommittee for the A.S.H.A. 
were Courtney D. Osborn, Robert J. Briskey 
and Claude S. Hayes. The Executive Council 
of the A.S.H.A. reviewed the report of the 
Subcommittee at the Council meeting on No- 
vember 18, 1958, and approved the general 
statement of scope and purposes which the 
Subcommittee had prepared. It was noted 
that this statement should be transmitted to 
the Committee on Conservation of Hearing 
with the recommendation that it be accepted. 
Moreover, the Council felt that the problem 
of outlining a specific curriculum remains ex- 
tremely difficult for any small group to ac- 
complish in such a manner that it will satisfy 
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all the various committees and organizations 
interested in the problem of training audiom- 
etric technicians. The following is a state- 
ment on duties and training of audiometric 
technicians : 


“The increasing use of audiometric data by 
the medical profession, schools and industry 
demonstrates the need for stating and de- 


fining the necessary minimum requirements 
for people performing certain tasks in 
audiometry. 


“The committee agrees that it would be de- 
sirable for audiometric testing to be done by 
a person who meets the A.S.H.A. require- 
ments for certification in hearing; however, it 
is the opinion of the committee that certain 
duties may be delegated to an audiometric 
technician. Audiometric technicians can con- 
duct pure tone screening tests and establish 
air conduction threshold, but these test re- 
sults should be reviewed and evaluated by an 
otologist or an audiologist. Medical super- 
vision and evaluation is essential in situations 
where medical and medicolegal considerations 
exist. 


“In addition, the committee felt that the 
following procedures should not be included 
in the duties of an audiometric technician: 


1. Pure tone air conduction tests requiring 
masking 

2. Pure tone bone conduction tests 

3. Speech audiometry 

4. EDR (GSR) audiometry 

5. Tests for malingering and psychogenic 
deafness 


“We also felt that administrative decisions 
and the procedures to be employed regarding 
such things as: 


Screening levels 

Frequencies to be tested 

Techniques to be used 

Criteria for failure 

Interpretation of hearing tests 
Follow-up recommendations should be 
made by the otologist or audiologist who is 
administering the test program.” 


With the duties of the audiometric 
nician defined and limited above, the follow- 
ing suggestions are made for minimum re- 
quirements for a short training course: 


tech- 


GENERAL RECOMMENDATIONS 


1. Supervised Clinical Practicum 


Practice testing is essential to all training 
programs. We recommend that a minimum 
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of ten supervised air conduction audio- 
grams be administered by each trainee. 
Practice testing should include some indi- 
viduals with impaired hearing. 


Length of Course 


There must be sutlicient time to present 
the lecture material, allow the student to 
assimilate the material presented, com- 
plete supplementary reading, and fulfill 
clinical practicum requirements. 


Dr. Shambaugh recommended that a copy 
ot the statement on duties and training of 
audiometric technicians be sent to each mem- 
ber of the committee to study. This was sec- 
onded by Dr. Meyer Fox. Carried. 


I. Report of the Committee on Research in 
Otolaryngology : 


Dr. Schuknecht reported on the Council 
Committee on Research in Otolaryngology 
(formerly Ad Hoc Committee on Research 
in Otolaryngology). As reported by Dr. 
Tonndorf last year, this Committee had 
started as a group of twelve people trying 
to promote interest in otolaryngologic 
search. When the Committee was finally 
formed, it was felt that imcreasing its mem- 
bership beyond the original twelve would 
make it unwieldy. The first scientific meeting 
was held on October 12, 1957, at Billings 
Hospital, Chicago, with seven papers, Dr. 
Tonndorf being in charge of the program 
and acting as chairman at that meeting. The 
second scientific meeting was held this year 
on October 11, 1958, again at Billings Hos- 
pital. Dr. Schuknecht was chairman and in 
charge of the program. In the meantime, the 
self-appointed Ad Hoc Committee had asked 
the Academy to appoint it as an official Acad- 
emy Committee, its sole responsibility to be 
the promotion of scientific meetings for the 
furtherance of interest in research in oto- 
laryngology. As during the past two meet- 
ings, contributions from residents oto- 
laryngology should be encouraged, inter- 
spersed with papers by mature investigators. 
The Academy (during October Council meet- 
ings) has accepted this proposal and formed 
the Council Committee on research in oto- 
laryngology with Dr. Schuknecht as _ chair- 
man. In addition to its own chosen task, the 
Council transferred the responsibility for the 
award program for scientific papers by resi- 
dents in otolaryngology to the newly ap- 
pointed committee. (This program had been 
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initiated by the Subcommitee on Research of 
the Conservation of Hearing Committee.) 
Dr. Schuknecht had, with approval of the 
present members of the committee, made the 
following requests: 


1. That the award program for 1958 be car- 
ried through by the Research Subcom- 
mittee ; 


That in the future the program for the 
scientific meetings be printed in advance 
in the Academy TRANSACTIONS; 


That the Council select a new chairman 
every two years. Dr. Schuknecht further 
reported that he would appoint three peo- 
ple to form a Subcommittee for reviewing 
the manuscripts submitted for the annual 
award. To assure continuity, one member 
would rotate off the Subcommittee each 
year, and the oldest member would act as 
chairman. For the Council Committee it- 
self, a similar rotating system was pro- 
posed: two would rotate off each year so 
that each member would have a 6-year ap- 
pointment. The chairman may appoint a 
special program chairman in charge of the 
scientific meeting. 


IV. REPORT OF STANDING COMMITTEES 


A. Committee on Audiometers—Dr. Fowler 


Dr. Fowler reported that the Subcommittee 
on listing of audiometers had been active and 
the program outlined last year was well under 
way. 


1. A number of audiometers have been ob- 
tained on the open market and shipped to 
referee laboratories for testing. 


2. 


The first group, which are the only 
models so far submitted, will be listed short- 
ly after January 1959. 


The Subcommittee voted to recommend the 
following propositions: 


1. That the first group of manufacturers, 
as soon as their products have been approved, 
should be permitted to advertise that their 
audiometers have been listed as conforming 
to the appropriate standards. This should 
stimulate these responsible manufacturers 
who have not yet asked to have their products 
tested to do so. 


2. That after the 1959 American Academy 
of Ophthalmology and Otolaryngology meet- 
ing, exhibitors and manufacturers of a new 
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type of audiometer be permitted to exhibit 
an instrument once without a formal listing 
by the American Academy of Ophthalmology 
and Otolaryngology. 


3. That since there is to be a change in 
audiogram charts, attempt again be made to 
obtain some uniformity in the use of various 
symbols for air and for bone conduction. The 
following suggestions were recommended by 
the Subcommittee on the basis of present 
most general usage: 


a. If colors are used, red should be used 
for charting levels for the right ear. 

b. An O should designate air conduction 
on the right, and either an X or a dot 
should be permitted for the left ear. 
For bone conduction, the Subcommittee 
recommends using a bracket to the left 
of the frequency line for the right ear, 
thus: [/, while for the left ear, the 
bracket would be placed on the right, 
ie. /] 
Cluttering of the middle of the audio- 
gram should be avoided; connecting 
bone conduction plottings with solid or 
dotted line should be discouraged. 
Indication of the standard and symbols 
being used should always be available 
whenever audiograms, audiometric data 
or levels are presented, verbally or in 
writing. 


Dr. Shambaugh made a motion that the re- 
port be accepted except for the recommenda- 
tion on the symbols. He suggested that this be 
tabled. This was seconded by Dr. McLaurin. 


B. Hearing in Adults—Dr. Boies 


1. Dr. Boies reported that it had been the 
intention of the committee to send each mem- 
ber prior to the meeting a copy of the manual 
which the committee was preparing, but it 
was impossible for this plan to be executed. 
Four parts of the manual were passed out at 
the time of the meeting and the fifth part was 
to be mailed out. Dr. Boies reported that his 
committee had worked two days prior to the 
general meeting reviewing the manual. He 
suggested that each member review the parts 
and return them to him with any recommen- 
dations. He then would send the manual on 
to Dr. Benedict. 


2. Dr. Boies stated that the committee was 
studying the problem of the medical aspect 
of hearing in regard to the acquisition of 
drivers’ licenses and the operation of auto- 
motive vehicles. He reported that the com- 
mittee had made three classifications: drivers 
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of private vehicles, drivers of commercial 
vehicles, and drivers of passenger vehicles. 
The members of the committee were of the 
opinion that a license to drive a commercial 
vehicle should not be issued to any person 
with a complete loss in one ear and 30 db 
in the other. Also, they felt that a license 
should not be issued to drive a passenger ve- 
hicle if the applicant had a hearing loss rang- 
ing below 30 db in both ears. No restrictions 
were made in regard to drivers of private ve- 
hicles. This problem was discussed and it 
was suggested that the committee do more 
research on it with a recommendation to re- 
port back at the next meeting. 


3. The committee reported that they had 
reviewed the Syllabus on Audiology by Dr. 
Fitz-Hugh. In discussing the manuscript it 
was felt that since this was not a product of 
the Committee itself, the Committee was not 
in a position to recommend the manual for 
publication. 


4. Dr. Boies reported that Dr. Shambaugh 
had recently written a book on oto-surgery 
entitled Surgery of the Ear which would be 
published shortly by W. B. Saunders Com- 
pany. It was suggested that the committee 
prepare a modern nomenclature for deafness 
and hearing impairment (what is meant by 
nerve deafness, tympanic deafness, etc.) 


The Subcommittee agreed to undertake this 
project. 


C. Hearing in Children—Dr. Jordan 


1. Dr. Jordan reported that an attempt is 
being made to use information on illnesses 
and other incidents in the lives of children 
which may have predictive value in indicating 
danger of hearing impairment. It is the opin- 
ion of medical authorities that chronic otitis 
media with effusion has shown a marked in- 
crease in incidence and that in many cases 
it is unrecognized or inadequately treated. A 
deterrent to the prompt recognition of chronic 
otitis media with effusion may be the fact 
that the most common symptom at present is 
not pain, but hearing loss. Frequently these 
cases are found when pupils fail to pass a 
screening test of hearing in a school pro- 
gram. A study is being conducted on a present 
population of approximately 4000 children 
from 3 to 15 years of age. This group will 
be enlarged as the study progresses through 
the 3-to-4-year period for which it is planned. 
The Subcommittee is also concerned with the 
study of young children which is being con- 
ducted at the Johns Hopkins University. 
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2. Dr. Bordley reported that tests were be- 
ing run on the newborn child, at the age of 
three weeks, and on up to six months. Corre- 
lated studies were being made of the bone, 
tissue, chemistry, etc. So far, tremendous 
variation has been found in the responses in 
the very early age group and more in the six 
months’ group. Whenever possible a_ study 
is made of the mother as soon as pregnancy 
is noted. 


3. Dr. Jordan reported that he had first 
learned of the survey of hearing testing pro- 
grams being conducted by the Committee for 
Hearing Conservation of the School Health 
Section of the American Public Health As- 
sociation and the American School Health 
Association in September 1957. Dr. Adele 
Brown of Oswego, New York, had been 
carrying out the details of the survey. She 
requested that financial assistance be given 
by the Subcommittee on Hearing in Children 
to provide the needed services. The specific 
aim was to conduct a comprehensive national 
survey of conservation of hearing programs 
for school-age children, including information 
regarding methods for identification, referral, 
education and therapy for children with im- 
paired hearing within the public schools. The 
committee had discussed the survey and felt 
that they could not spend funds obtained in 
the grant from the National Institutes of 
Health, as it was believed that it did not 
have a firm basis to support conclusions re- 
lating to the problem of hearing conserva- 
tion on a national level. 


In discussing the above project the general 
opinion was that the Committee on Conserva- 
tion of Hearing could not support it. How- 
ever, it was indicated that the objectives were 
commendable. 


Dr. Davis made a motion that the report 


This 


be approved. 
Lawrence. 


was seconded by Dr. 


D. Research Committee—Dr. McNally 


The Subcommittee recommended to the 
Committee on Conservation of Hearing that 
the Academy should assume the cost of the 
copies of Dr. Schuknecht’s films to be sup- 
plied to the Academy office for general cir- 
culation. The availability of the film was 
advertised in a footnote in the Brochure on 
the Technique of Temporal Bone Removal 
published in the Academy Bulletin, July- 
August 1958 by the Subcommittee on Re- 
search of the American Academy of Oph- 
thalmology and Otolaryngology. 


1. The Subcommittee asked Drs. Lindsay 
and Schuknecht to revise the Brochure on 
Temporal Bone Removal because several im- 
portant changes and improvements in tech- 
nique had been recommended. To reduce the 
cost to the Academy, Dr. Benedict suggested 
that the revision be published in one of the 
Journals restricted to Otolaryngology and a 
special arrangement made with the Journal 
by the Academy to buy the necessary reprints 
for general distribution. 


2. At the meeting of the Academy Couneil 
in October it was agreed that the matter 
of awards to residents in research in oto- 
laryngology would best be handled by some 
other general committee than the Committee 
on Conservation of Hearing. The Council ap- 
proved as the award committee in otolaryn- 
gology the two year old “Committee on Re- 
search in Otolaryngology” with Dr. Harold 
Schuknecht as the chairman. The Council 
authorized an amount of $5,000 for the award. 
The new committee had a meeting in Oc- 
tober and directed its chairman, Dr. Schuk- 
necht, to ask the Subcommittee on Research 
of the Committee on Conservation of Hear- 
ing to continue its study and assessments of 
the manuscripts already submitted; further- 
more to ask it to make recommendations as 
to the policy to be followed in judging re- 
search reports submitted for consideration 
for awards. The Subcommittee on Research 
recommended that research reports should be 
considered under two broad classifications 
viz; basic research and clinical research. 


a. That in each classification there may 
be up three awards amounting to 
$500.00 each. 


That the awards committee recommend 
for special mention an _ outstanding 
contribution. 


That each award winner be invited to 
attend the next meeting of the Acad- 
emy and the scientific meeting of the 
Committee on Otolaryngological Re- 
search and that at the general session 
of the Academy he be presented with 
a certificate suitably worded and a 
check for $500.00. 

That the award committee recommend 
to the program committee of the 
Academy any award winning presen- 
tation which in their judgment would 
be a contribution to that program. 


3. The Subcommittee reviewed 8 papers 
submitted, and judged worthy of an award, 
one clinical and three basic science presenta- 
tions. 
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Dr. Shambaugh made a motion that the 
above recommendations be accepted. Seconded 
by Dr. Fox. Accepted. 


Dr. Schuknecht had asked to be relieved 
as secretary of the Subcommittee on Research 
since he had taken on the chairmanship of 
the new Academy Committee on Research in 
Otolaryngology. Dr. Merle Lawrence kindly 
consented to act as the secretary of the Sub- 
committee on Research. 


Dr. Shambaugh presented a manuscript 
which he is preparing for publication on the 
dangers of dihydrostreptomycin in antibiotic 
combinations in common use. The Subcom- 
mittee considered this to be an important mat- 
ter and recommended to the Committee on 
Conservation of Hearing that this article be 
published in the Journal of the A.M.A. and 
that it should carry a footnote indicating that 
it has the imprimatur of this committee. 


Dr. Schuknecht made a motion that the 
above report be approved. Seconded by Dr. 
Fox. Carried. 


E. Notse Committee 


1. Dr. House reported that he would be 
willing to offer a one-year fellowship to a 
qualified resident in otolaryngology who 
might be recommended to him by an appoint- 
ed Committee. The resident would remain 
with him for one year and would receive a 
salary equivalent to that received by a resi- 
dent. This could be supplemented, if neces- 
sary, according to his needs. He would be 
required to remain for a period of one year, 
following which he would return to his lo- 
cality pre-dedicated to teach otology to the 
residents in that community. It was his under- 
standing that the Board would agree to accept 
this one-year fellowship as one year of his 
residency training program. 


Dr. Schuknecht advised making the train- 
ing adequate during the residency period so 
that an individual would be able to do otology 
when he completed his training. 


2. Dr. Glorig reported that there was an 
increased interest in noise-induced hearing 
loss as an occupational disease and that many 
lectures had been given by the Subcommittee. 
The demand for the films had increased and 
at present ten copies of the film on the audi- 
ometer, which he had shown at the last meet- 
ing, were available. The Committee is work- 
ing on another film entitled “Ear Protection 
in Noise,” which should be finished by Febru- 
ary. Approximately ten papers have been pub- 
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lished in various journals during the past 
year. Several conferences were held during 
the past year. One sponsored jointly by the 
N.1.H., Research Center and the Subcom- 
mittee on Noise was held in Los Angeles in 
February. The purpose was to discuss meth- 
ods of determining handicap due to hearing 
loss and to assess the role of existing methods 
of hearing measurement in such a determina- 
tion. Approximately twenty-two persons at- 
tended, including men and women represent- 
ing the fields of acoustics, bio-communica- 
tions, linguistics, otology, physics, psycho- 
acoustics, psychology and speech. The follow- 
ing conclusions and recommendations were 
made by the Conference: 


I. Although there was no general agree- 
ment about how to define or assess 
handicap due to hearing loss, the over- 
whelming majority of the conferees 
agreed that from a practical point of 
view an adequate assessment of handicap 
could be made from pure tone measure- 
ments. It was agreed by majority vote 
of 10 to 6 that (a) if the ability to hear 
and repeat sentences correctly in a quiet 
environment is accepted as currently 
the best representation of hearing for 
everyday speech and (b) if the measures 
used to calculate hearing loss for this 
everyday speech are to be weighted 
equally, then: an average of the hear- 
ing level in decibels at the three fre- 
quencies 500, 1000, and 2000 cps in an 
acceptable interim method for determin- 
ing hearing loss for everyday speech 
and as an estimate of handicap. The 
minority voted to recommend the use of 
the average of hearing levels at 500, 
1000, 2000, and 3000 cps to determine 
hearing loss for everyday speech. The 
chair and three conferees abstained 
from voting. 


Being incompletely satisfied with the 
foregoing methods, the conference mem- 
bers unanimously recommended that re- 
search, such as investigation of the ef- 
fects of different talkers, of various 
types of hearing loss, of variations in 
environmental noises, of various types 
of stimuli both at threshold and at su- 
prathreshold levels, etc., be undertaken 
to discover the factors which should be 
employed in a more valid predictive test 
of the ability to receive everyday speech. 


It was unanimously accepted that the 
principle of the high and low fence* 
be incorporated in the design of any 
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method for determining handicap due 
to hearing loss. 


3. Dr. Glorig also reported that the Sub- 
committee on Noise had prepared a statement 
of principles as a guide for establishing scales 
for the assessment of handicap due to hearing 
impairment. 


Dr. Jordan moved that the report of the 
Subcommittee on Noise be accepted. Seconded 
by Dr. Kos. Carried. 


F. Joint Statement of Liaison Committee on 
Conservation of Hearing and the American 
Speech and Hearing Association. 


1. Dr. Carhart reported that the two com- 
mittees agreed that otology and _ clinical 
audiology have distinctive yet related tasks. 
These tasks may be described as follows: 


*The principle of the high and low fence is essential- 
ly the principle that the range of handicap is smaller 
than the range of auditory sensitivity measured by 
pure tones. The low fence is the point on the audi- 
ometric hearing level scale at which handicap begins 
and the high fence is the point on the audiometric 
hearing level scale at which handicap is total. Audi- 
ometric zero, which is presumably the average nor- 
mal hearing threshold level, is not an acceptable low 
fence because it is not the point at which handicap 
begins. The low fence is definitely higher than 
audiometric zero. Handicap is total at hearing levels 
lower than the maximum output of a standard 
audiometer; therefore, the high fence is necessarily 
lower than the maximum hearing level. 


a. Otology has basic responsibility for the 
biological function of hearing. It alone 
rightfully undertakes the work of di- 
agnosing diseases of the ear, of speci- 
fying the causation of hearing impair- 
ment, and of treating pathologies of 
the auditory mechanism! 


b. Clinical audiology deals with hearing 
as a foundation to the learning and the 
utilizing of language skills. The em- 
phasis is upon increasing the ability of 
handicapped individuals to cope with 
the communicational demands of every- 
day life. 


c. The two fields share responsibility for 
jointly planning the proper sequence in 
management of the individual patient. 
Information on the patient should be 
exchanged freely. Moreover, decisions 
regarding otological management of 
the patient should always preceed de- 
cisions on audiological management, 
since maximal social efficiency can be 
achieved only after biological function 
has been restored as fully as possible. 


In view of the many ways in which audiolo- 
gical services are being made available, it is 
probably unwise to specify any particular or- 
ganizational or administrative pattern as the 
only proper one. The contemporary situation 
is furnishing a trial of the effectiveness of 
the various patterns. We may expect the most 
desirable organizational practices to evolve, 
if only we would avoid premature opinions 
and encourage sympathetic insight among all 
those who have a part in the development and 
the presentation of programs in_ clinical 
audiology. 


Motion made by Dr. Meyer that the state- 
ment of Orientation submitted be approved. 
Seconded by Dr. Fox. Carried. 


Dr. Davis requested permission to use the 
statement of principles for establishing scales 
for the assessment of handicap due to hearing 
impairment and also the liaison statement re- 
garding otology and audiology. 


Motion was made by Dr. Simonton that 
Dr. Davis be permitted to use the state- 
ments. This was seconded by Dr. McHugh. 
Carried. 


V. NEW PROJECTS 


1. Dr. Glorig reported that he had sent 
out a questionnaire regarding Schools for 
the Deaf in the United States and had com- 
piled the results. It was recommended that 
each member be sent a copy of the results. 


2. Dr. Bordley presented the following 


ideas of the National Institute of Neurolo- 
gical Diseases and Blindness in regard to 
postdoctoral training of audiologists. 


The National Institute of Neurological 
Diseases and Blindness is interested in train- 
ing individuals in those fields pertaining to 
neurological problems. Such training is on a 
postdoctoral level. There has recently been 
inquiry by groups to support such postdoc- 
toral training in institutions with no medical 
connections. 


It is the thinking of the N.I.N.D.B. that: 


1. Postdoctoral training can be supported to 
bring individuals trained in techniques of 
hearing and speech to the point that they 
may think along medically oriented lines. 


2. That such a course of postdoctoral train- 
ing should take place within a medical en- 
vironment. 


3. It is the feeling of the Committee on 
Training Grants, that such postdoctoral 
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training should include the following 


disciplines : 


Physics 

Electronics 

Anatomy 
Neuroanatomy 
Neurology 
Physiology 
Pathology 
Psychology 
Biostatistics 

Public Health Usage 


It is, of course, recognized that many of 
these subjects will have been covered in 
the formal doctoral training. 


4. Work within the Medical Institution 
should include the actual use of the patient 
material, which has already been medically 
evaluated. 


The trainee should participate in those 
group clinics within the medical institu- 
tions in which they can make some con- 
tribution. Such clinics may include: 


A. The Cleft Palate Clinic 

3. The Clinic for Congenital Malde- 
velopment of Ears 
Child Psychiatry Clinic 
Neurology Clinic 


Maternal and Child Health Clinic 


The postdoctoral trainee should also par- 
ticipate in the teaching program of the 
medical students and the resident trainees. 


The trainee should experience exposure to 
modern speech research techniques. 


After some discussion, it was moved that 
the above remarks be incorporated in the 
minutes of the meeting, so that the members 
of the council could study them further. 


The chairman thanked the members of the 
committees for all their good work and 
stated that a meeting would probably be held 
in another year at the same place, The 
Palmer House in Chicago. 


REPORT OF THE SUBCOMMITTEE 
ON HEARING IN CHILDREN 


Eldon L. Eagles, M.D. 
Executive Director 
The chief concern of the Subcommittee on 
Hearing in Children during the past year has 


been with studies from which it will obtain 
the techniques and procedures for its national 


program. The Subcommittee’s principal ac- 
tivity has been with the Study of Hearing 
in Children being conducted cooperatively 
with the University of Pittsburgh’s Graduate 
School of Public Health. The present status 
of the Pittsburgh Study will be described in 
some detail; other activities will be described 
briefly. 


Pittsburgh Study of Hearing in Children 


This study has proceeded steadily since 
examination of children began in May 1958. 
Considerable time and effort have been ex- 
pended in retaining the cooperation of scores 
of persons involved in the conduct of the 
study. These include school personnel, De- 
partment of Education and Health officials, 
and the medical and allied professions. In 
addition, the support of parents of approxi- 
mately 4,000 children in the study has been 
maintained and strengthened. 


At the present time an analysis of data 
collected during the period ending June 30, 
1959, is taking place. As of this date, 4,502 
past medical histories had been completed; 
otolaryngological examinations numbered 4,840 
and 6,984 hearing level determinations had 
been made. Most children in the Study 
have had at least two hearing level determin- 
ations. The collection of interim medical his- 
tories was begun in July 1959 on those chil- 
dren who had been in the study over six 
months. Thus, the study is assuming a longi- 
tudinal aspect. 


Codes, coding instructions, transcription in- 
structions, and specifications for tabulating 
cards have been developed for medical his- 
tories, otolaryngological examinations and 
hearing level determinations. All data col- 
lected up to June 30, 1959, was coded by the 
latter part of July and key-punched on tabu- 
lating cards by early August. In the future, 
data will be coded and key-punched each 
month as it is collected. The acquisition and 
training of an efficient staff to handle the 
large amount of data has been a major ac- 
complishment. 


Arrangements have been made with the 
Department of Biostatistics in the Graduate 
School of Public Health to key punch data 
on tabulating cards and to provide the serv- 
ices of personnel and data processing ma- 
chines necessary to analyze the study data. 
The services available will include those pro- 
vided by an _ electronic computor, without 
which it would be impossible to extract val- 
uable information from the large amount of 
data being collected. 
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Before the examination of children in the 
study commenced, care was taken to provide 
an environment in which accurate hearing 
levels could be determined. This involved 
acoustic surveys of numerous sites in schools 
being considered to participate in the study, 
the choice and erection of proper audiometric 
test rooms, and establishing that the rooms 
provided adequate attenuation of ambient 
noise. Acoustic surveys repeated during the 
past vear demonstrate that maximum allow- 
able sound pressure levels within the test 
rooms which are necessary to test with ac- 
curacy at minus 25 decibels below audiom- 
etric zero are not being exceeded. 


Early in the study it was necessary to 
establish facilities for complete calibration 
and repair of audiometers. These facilities 
were developed in the Acoustics Laboratory 
of the Department of Occupational Health, 
at the Gracuate School of Public Health, 
and were available to us in May 1958. Ar- 
rangements were made to calibrate the study 
audiometers at weekly to ten-day intervals. 
This was continued until September, when 
the interval was lengthened somewhat. In 
December 1958, the interval between calibra- 
tions was further lengthened to one month, 
where it has since remained. As a result of 
this intensive observation of the performance 
of audiometers, data were obtained which 
will provide the basis for a publication on 
audiometer performance. From this experi- 
ence it is felt that audiometers are much less 
stable than is generally thought. If this is so, 
it may have serious implications regarding 
the validity of findings of hearing tests as 
now conducted. 


It should be noted that an objective of the 
group has been to conduct a “field study done 
to laboratory standards.” Every effort is be- 
ing made to see that this objective is reached. 


The consistency of hearing level determina- 
tions conducted by four audiometer techni- 
cians and of otolaryngological examinations 
conducted by three otologists was of concern 
to us. As a result, two consistency tests of 
hearing level determinations and two of the 
otolaryngological examinations were made 
during the year. It would appear that we 
are obtaining consistent results from our 
audiometer technicians. In respect to the med- 
ical examinations, consistency is being ob- 
tained for major pathological findings; the 
results obtained, however, show some incon- 
sistency when the choice is between descrip- 
tive terms, such as degrees of color, trans- 
parency anc lustre of the tympanic mem- 
brane. 


During the coming year, the examination 
of children still in the study will be continued 
with more intenisve study of special cate- 
gories identified by analyses of the past year’s 
data. It is anticipated that 700 to 800 new 
children will be added to the study in Sep- 
tember 1959. 


A major addition to the Study will be the 
collection of achievement test scores, intelli- 
gence test results, and other information from 
the school records of children. The relation- 
ships between this information and hearing 
will be studied, in order to search for addi- 
tional signs predictive of hearing impairment 
and of value in case finding. 


The analysis of the past year’s data should 
provide the basis for the publication of the 
early results of the study. An additional sub- 
ject for possible publication is that of our 
experience with audiometer performance. The 
significance of all findings will be studied 
in relation to case-finding. 


The staff conducting the Pittsburgh Study 
comprises the following: 


Director 

Administrative Assistant 

Biostatistician 

Audiologist—part time 

4 Audiometer technicians. 

Statistical Clerk 

Stenographer 

3 Otologists—part time 

Consultants in Audiology, Biostatistics, 
Otolaryngology and Public Health Meth- 
ods 

Public Health Nurse from Allegheny 
County Health Department. 


Many of the above are to be used in develop- 
ing the Subcommittee’s national program. 


Other Activities: 


The cooperation, previously reported, with 
the study of hearing in infants and young 
children being conducted at the Johns Hop- 
kins University was continued this past year. 
This study is producing valuable information 
concerning case finding in infants which will 
be of use to the Subcommittee when it is 
combined with certain data being obtained 
in the Pittsburgh study. 


The possibility of conducting special 
studies in the States of Oregon and Michigan 
was investigated following the offer to co- 
operate with the Subcommittee by key per- 
sons conducting conservation programs in 
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these States. This matter will be explored 
further during the coming year. 


A study of State laws relating to hearing 
in children was considered during the year, 
and contact was made with the Health Law 
Center recently established at the University 
of Pittsburgh’s Graduate School of Public 
Health. This Center is the only organization 
of its type in the country and is the outgrowth 
of a national study of hospital legislation. 
It is staffed by persons experienced in health 
legislation and with nation-wide contacts. 
This group will undertake a study of laws 
relating to hearing for the Subcommittee 
when it is judged that the time is appropriate. 


A mailing list for publications by the Sub- 
committee was prepared and the symposium 
presented by Subcommittee members at the 
1957 meeting of the Academy was given wide 
distribution. 


The Executive Director presented a paper 
to the American Speech and Hearing Asso- 
ciation in November 1958 entitled “Objectives 
and Activities of the Subcommittee on Hear- 
ing in Children of the American Academy of 
Ophthalmology and Otolaryngology.” 


The following meetings of the 
mittee have been held: 


Subcom- 


October 10, 1958, in Chicago 
December 7, 1958, in Chicago 
March 12, 1959, in Hot Springs, Virginia. 


REPORT OF THE COMMITTEE ON 
THE EVALUATION OF THE NON- 
SURGICAL TREATMENT OF 
STRABISMUS 


DANIEL M.D., 


SNYDACKER, Chairman 

Following the approval by the Council of 
the 1958 report of the Committee for the 
Nonsurgical Evaluation of Strabismus, a 
Conference was held with a representative of 
the National Institutes of Health. At this 
meeting a design for an experiment was out- 
lined which the Committee felt would be 
impossible to carry out. The Committee dis- 
cussed several modifications of the experi- 
ment but felt that none would be satisfac- 
tory. 


It is with reluctance, therefore, that the 
Committee advises that the project be dropped 
and the Committee not be reappointed. 
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REPORT OF THE COMMITTEE ON 
IMPLANTS AND IMPLANT 
TECHNIQUES 


A. D. RuepEMANN, M.D., Chairman 


The following report is based on the orbital 
implants fitted by Jardon of Detroit. The im- 
plants have been grouped into three cate- 
gories. Percentages are based on a sample of 
1500 implants currently supplied to the pro- 
fession throughout the nation. 


PERCENTAGE 
Mesh-covered spheres 65 
Multi-grooved lucite spheres 20 
Plain or mule spheres 15 


Evisceration procedures are on the increase 
not only in this area, but also throughout 
the nation. 


Conrad Noelle in Cleveland, Ohio, reports 
implants used there are: 


PERCENTAGE 
Multi-grooved implants 50 
Mesh spheres 35 
Plain or mule spheres 15 


Roger Alton of the American Optical 
Company in Southbridge, Massachusetts, 
bases his report on a sample of 5,000 im- 
plants supplied to the profession. 


| PERCENTAGE 

Plastic body with mesh cap for 
muscle attachment of the Lemoine 
Bonacollto, and sphere-and-mesh 
type 

Mule sphere of acrylic or 
polyethylene plastic; no gold or 
glass 

Miscellaneous; Radi-Rosenthal, 
V.A. magnetic, Arruga, King, 
etc. 


Integrated of Cutler or Stone type. 
practically all for export 


Cognizance must be taken of the fact that 
mule spheres are readily available from many 
sources. Therefore, the above percentage may 
not be valid, since neither the Jardon Plastics 
Research Corporation nor American Optical 
Company supplies gold or glass spheres. 

This cross section represents distribution 
by the two above-mentioned manufacturers. 
With the exception of the categories “Mis- 
cellaneous” and “Integrated,” it could repre- 
sent a breakdown of the use of these im- 
plants in either evisceration or enucleation. 
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No records are available to show how these 
implants were used. 


There is a noted increase in the fitting of 
cosmetic cover lenses over blind, discolored 
or disfigured eyes. Improved manufacturing 
and fitting techniques have made it possible 
to fit such patients without surgery, thus im- 
proving both the patient’s appearance and his 
outlook. 


In the New England area, enucleations still 
predominate; very few eviscerated cases are 
seen. No new integrated implants have been 
fitted for five vears. Very few magnetic or 
Allen-type implants are seen. 


Hugh Laubheimer reports that eviscera- 


tions are on the increase in Florida. 


Charles Erickson in Seattle, Washington, 
reports that the Wood Lyda implant is very 
popular in the Northwest section of the 
country. 


From personal communications sur- 
geons as well as eye-fitters, we gather that the 
Allen implant is used extensively in certain 
sections of the country. 


REPORT OF THE COMMITTEE 
OPHTHALMIC PATHOLOGY 


M.D., Chairman 


ON 


Micuart |. Hocan, 


I. OPHTHALMIC PATHOLOGY REGISTRY 
One thousand six hundred and _ ninety- 

eight (1698) specimens were contributed to 

the Registry of Ophthalmic Pathology during 


1958. Of these, 956 were whole eyes (691 


from civilian contributors). The other 742 
cases were sectioned eyes and specimens 
from the conjunctiva, lids and orbit (255 


from civilian contributors). There is now a 
total of 46,573 accessions in the Registry of 
Ophthalmic Pathology. 


On 31 December 1958 the Registry had a 
total backlog of 253 cases compared with 441 
cases on 31 December 1957, a reduction of 
188 cases. During the past year a total of 
1927 final-type reports were sent to con- 
tributors. During the past year, 1809 reports 
were sent to contributors of unsectioned enu- 
cleated eyes plus 600 additional reports to 
contributors of biopsy specimens and other 
materials submitted for consultation. 


The laboratory prepared 31,817  micro- 
slides. This figure includes 2502 slides for 


and loan material and 7598 slides 
for research projects. 


teaching 


The Registry loan sets were borrowed by 
118 individuals: 10 in the Armed Forces, 8 
in the Veterans Administration, 4 in the 
Public Health Service, and 96 civilians. 


TEACHING ACTIVITIES 


Personnel in the Section of Ophthalmic 
Pathology are engaged in a variety of teach- 
ing activities which include (a) participation 
in formal courses, (b) participation in clin- 
icopathologic conferences and seminars, (c) 
on-the-job training of residents and fellows, 
(d) preparation of microslide and lantern 
slide loan sets, and (e) preparation of ex- 
hibits. 


l. Courses 


a. AFIP’s Annual Course in Ophthalmic 
Pathology: A course in ophthalmic pathology 
was conducted at the Armed Forces Institute 
of Pathology, March 17-21. The faculty in- 
cluded Dr. Lorenz E. Zimmerman, Course 
Director; Doctors F. C. Blodi, L. Christen- 
sen, B. Fine, A. E. Maumenee, W. M. Pat- 
terson, A. Patz, B. Rones, Brig. Gen. Victor 
Byrnes (USAF-MC), Miss Eleanor V. Paul 
and Mr. L. P. Ambrogi. The enrollment in- 
cluded 74 physicians: 40 from the Armed 
Forces and other governmental institutions, 
30 civilians, and 4 foreign nationals. 


b. New Orleans Academy of Ophthal- 
mology Course on Uveitis: Dr. Zimmerman 
participated with lectures on inflammation 


and on the pathology of uveitis, February 
23-28. 


c. Lancaster Courses m Ophthalmology: 
Colby College, Waterville, Maine, July 7-19. 


Dr. Zimmerman participated as an instructor 


and lecturer during Dr. Parker Heath’s 
course in pathology. 
d. Dr. Georgiana D. Theobald’s Course: 


October 13-16. During the meeting of the 
American Academy of Ophthalmology and 
Otolaryngology, Dr. Zimmerman seryed as 
a faculty member in the course on ophthalmic 
pathology conducted by Dr. Theobald. 


e. Thursday afternoon teaching confer- 
ences and special lectures on ophthalmic path- 
ology were held at the AFIP for military 
and civilian residents in ophthalmology in 
the Washington area. 


f. Basic Science Lectures for 


Zimmerman 


O phthal- 


participated in 


mologists: Dr. 
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the continuing postgraduate education pro- 
gram of the Washington Hospital Center 
with lectures on the normal and pathologic 
histology of the eye, Saturday mornings dur- 
ing November and December. 


2. On-the-job Training 


The following ophthalmologists received 
on-the-job training and experience in oph- 
thalmic pathology at the AFIP: 


a. Capt. D. W. Longfellow, MC, USA, 
began a year of Army Fellowship in Oph- 
thalmic Pathology, July 1. 


b. Dr. W. H. Spencer, University of Cali- 
fornia, began a 9-month Heed fellowship in 
Ophthalmic Pathology, July 1. 


c. Dr. T. R. McKenzie of Canada began 
a year of fellowship in ophthalmic pathology, 
sponsored by the American Academy of 
Ophthalmology and Otolaryngology, Septem- 
ber 18. 


d. Dr. W. M. Patterson completed a 14- 
month period as Junior Pathologist in the 


Section on Ophthalmic Pathology, September 
30. 


e. Dr. B. R. Straatsma completed a year of 
advanced training in ophthalmic pathology, 
sponsored by the National Institute of Neu- 
rological Diseases and Blindness, National 
Institutes of Health, December 29. 


f. Drs. L. E. Perraut, W. H. Seward, S. S. 
Pappas and Robert Yudell began or com- 
pleted periods of 4 to 5 months of training in 
ophthalmic pathology as part of their Wash- 
ington Hospital Center Residency in Oph- 
thalmology. 


g. Dr. Jay Newburg completed 6 months 
of training in ophthalmic pathology as part 
of his Georgetown University-District of 
Columbia General Hospital Residency in 
Ophthalmology. 


h. Dr. J. A. Foreman of Montreal, Canada, 
completed 3 months of training in ophthal- 
mic pathology, sponsored by the Royal Vic- 
toria Hospital and the Canadian Navy. 


i. Dr. E. V. Keates spent the summer as 
a volunteer observer-trainee prior to begin- 
ning his postgraduate training in ophthalmolo- 
gy at the University of Pennsylvania. 


j. Drs. L. Apt and Sam Jones spent part 
of their post-residency training program in 
the Washington area at the AFIP, studying 
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special problems in the Ophthalmic Pathology 
Section. 


3. Exhibits 
a. Mr. L. P. Ambrogi and Miss E. P. Bal- 


lou won the first prize of the American So- 
ciety of Medical Technologists for their ex- 
hibit on “Processing Whole Eyes in Paraffin,” 


-at the June meeting. 


b. The same exhibit won the second award 
in ophthalmology of the American Academy 
of Ophthalmology and Otolaryngology at 
the October meeting. 


RESEARCH ACTIVITIES 


1. Clinicopathologic Studies 


a. Dr. R. Anderson initiated a study of all 
the rare retinal neoplasms (diktyomas, medul- 
loepitheliomas, etc. ) 


b. Dr. L. Apt reviewed the histopatholog- 
ically proved and presumptive cases of ocu- 
lar nematodiasis. 


c. Drs. L. Apt and L. E. Zimmerman ini- 
tiated a follow-up study of all malignant 
melanomas of the eye and ocular adnexa oc- 


curring in childhood. 


d. Drs. B. Fine and L. E, Zimmerman com- 
pleted a review of all postoperative and post- 
traumatic intraocular fungous infections. 


e. Drs. J. Foreman, R. Shuman, and L. E. 
Zimmerman initiated a study of orbital rhab- 
domyosarcomas. 


f. Drs. A. Forrest and L. E. Zimmerman 
continued their study of the occurrence of 
post-irradiation sarcomas of the orbit, espe- 
cially in relation to treatment of retinoblas- 
tomas. 


g. Drs. L. V. Garron and L. E. Zimmer- 
man continued their study of primary mela- 
nocytomas of the optic nerve head. 


h. Drs. S. Jones and L. E. Zimmerman con- 
tinued their clinicopathologic and histochem- 
ical study of the corneal dystrophies. 


i. Drs. D. Longfellow, W. Spencer, and 
L. E. Zimmerman initiated a review of all 
cancerous, precancerous, dyskeratotic 
lesions of the limbus. 


j. Drs. L. Perraut and L. E. Zimmerman 
completed a study of the occurrence of 
glaucoma as a complication of occlusion of 
the central retinal artery. 
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k. Drs. B. Rones and L. E. Zimmerman 
continued their review and follow-up study 
of iris tumors. 


1. Drs. W. Spencer and L. E. Zimmerman 
initiated a study of retinoschisis. 


m. Drs. B. Straatsma and L. E. Zimmer- 
man reviewed all cases of mucormycosis, 
systemic as well as orbital. 


n. Dr. L. E. Zimmerman and Miss E. V. 
Paul have continued working on the long- 
term follow-up study of epibulbar and intra- 
ocular malignant melanomas. 


o. Dr. L. E. Zimmerman and H. Rappaport 
have continued their long-term clinicopath- 
ologic study of lymphoid tumors and related 
lesions of the ocular and orbital tissues. 


2. Experimental Studies 


a. With the financial support provided by 
a grant from The Council for Research in 
Glaucoma and Allied Diseases, Alfred P. 
Sloan Foundation, Inc., Drs. Silverstein and 
L. E. Zimmerman have pursued their studies 
of immunogenic uveitis. 


b. Drs. B. Fine and L. E. Zimmerman have 
continued their studies of mycotic infections 
of the eye aided, in part, by a Fight for 
Sight Award of the National Council to Com- 
bat Blindness, Inc. 


c. Mr. A. Housimis and Dr. B. Fine have 
initiated an intensive study of the intrastruc- 
ture of the iris, using biophysical methods in- 
cluding electron microscopy. This work has 
been supported in part by funds from NIH 
Grant B-1021. 


d. Dr. L. E. Zimmerman has continued his 
histochemical studies of ocular acid muco- 
polysaccharides, concentrating upon those 
found in the amelanotic retinal pigment epi- 
thelium of albinos and about the visual cells. 


STAFF 


As of 31 December 1958 the regular AFIP 
staff personnel in the Section on Ophthalmic 
Pathology consisted of: 


Lorenz E. Zimmerman, M.D., Chief of Sec- 
tion and Registrar, Registry of Ophthalmic 


Pathology 

Ben Fine, M.D., Research Associate 

William M. Patterson, M.D., Assistant Chief 
of Section (Jan.-Sept. ) 

E. V. Paul, Medical Histologist and Assistant 
to the Chief of Section 


Gertrude R. Lewins, Secretary 
Florence Coles, Clerk-Typist 


Il. TEACHING MANUAL 


The work on the teaching manual has had 
to be suspended the past year because of the 
large amount of work on the revision of the 
Atlas and Textbook on Ophthalmic Patholo- 
gy. It is expected that the manuscript will 
be completed by the first of July 1960. Work 
will be resumed on the teaching manual next 
year. 


III. OPTHALMIC PATHOLOGY LABORATORIES 


It is recommended that the same list of 
laboratories be reprinted in the TRANSACTIONS 
as for 1958, no new requests having been 
received. 


IV. THE OPHTHALMIC PATHOLOGY ATLAS 


All except one chapter has been turned in 
by the authors. Five chapters have been re- 
viewed by the Committee and are now in 
the third revision. Four chapters have been 
through an initial review and are in the sec- 
ond revision. Three chapters have just been 
completed and have not been reviewed by 
the entire Committee. This will be done at 
the October 1959 meeting. It is hoped that 
the new Atlas will be available for the Oc- 
tober 1960 meeting. 


REPORT OF THE COMMITTEE ON 
OTOLARYNGIC PATHOLOGY 


Paut H. M.D., Chairman 


The Committee met during the meeting of 
the Academy in October 1958. Minutes of the 
meeting are appended, together with a report 
by Dr. Samuel Rosen, Registrar, Registry 
of Otolaryngic Pathology, Armed Forces 
Institute of Pathology. He stated the slide 
loan sets of normal and representative oto- 
laryngic pathology had been completed. A 
new project of 2 X2 lantern slide sets of 
gross specimens, roentgenograms and _histo- 
pathology had been initiated. Temporal bone 
preparations are progressing, starting with 
sections in horizontal and vertical planes. A 
third plane may be added to the sets later. 
The registry limits were defined and a survey 
contemplated consisting of a statistical study 
of carcinoma of the larynx. Certain common 
entities such as tonsillitis, nasal polyps and 
vocal nodules need not be added to the reg- 
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istry in the future. The residency status at 
the Institute was received and no applicant 
has completed the requirements. 


During the year additional applications for 
fellowships in pathology have been received, 
some of which suggested that the Academy 
fellowship need not be limited to the A.F.1.P. 
This would make the Academy Pathology 
Fellowship program more flexible, and clar- 
ification as authorization of such a program 
is requested for discussion at the committee 
meeting in October 1959. Various institutions 
could be considered by the Committee and 
recommendations made to the Council. Appli- 
cants could likewise be judged by their cre- 
dentials and recommended to the Council. 


It is requested that the Council consider 
adding the following in the Committee listing 
in the Academy bulletins and TRANSACTIONS: 
Consultant in Pathology at the A.F.1.P.— 
Samuel H. Rosen, M.D., Registrar, Registry 
of Otolaryngic Pathology, Armed Forces In- 
stitute of Pathology, Washington, D. C. 


It is requested that two additional mem- 
bers be appointed to the Committee: Dr. 
George Kelemen, Boston, and Dr. Francis L. 
Lederer, Chicago. 


REGISTRY OF OTOLARYNGIC PATHOLOGY 


October 15, 1958 


l. Atlas of Otolaryngic Pathology 


Dr. F. K. Mostofi, Scientific Director of 
the American Registry of Pathology, sub- 
mitted the following report on the Atlas of 
Otolaryngic Pathology : 


Atlas sales for the year ending Sept. 30, 
1958: 275 copies 
Total sales through Sept. 30, 1958: 1218 


copies 


An agreement was reached between the 
American Registry of Pathology and the Na- 
tional Academy of Sciences on the disposal of 
the remaining copies of the Atlas, whereby 
1500 copies will be transferred to Dr. Bene- 
dict to be sold through the Academy. 


Il. Shde Study and Teaching Sets 


1. In the first week of September, 100 
study sets of 85 micro slides each were com- 
pleted. These were considered to be fairly 
representative of pathological entities as well 
as of normal histology in otorhinolaryngology. 
About 25 sets were immediately mailed to 
the accumulated list of requestors. 


We are continuing to accumulate material 
in both categories and shall add additional 
slides to the sets as soon as they become avail- 
able. We anticipate that the projected set of 
100 slides will be completed in the not too 
distant future. 


When sufficient material has been gathered 
it may be found desirable to break the set 
down into two, namely, one of 100 slides 
of pathologic entities, and one of about 20 
slides of normal histology. 


2. Through the initiative and effort of three 
Walter Reed Army Hospital ENT residents, 
3 teaching sets of 2 X 2 lantern slides are 
well on the way to completion. The work was 
accomplished in the past year and a half 
during the training periods spent by these 
residents in the Section of ENT Pathology 
of the AFIP. The sets will of the 
following : 


consist 
A. Otorhinolaryngic histopathology: about 
100 lantern 
B. Roentgenograms 
entities : 


slides 

otorhinolaryngic 
100 or more lantern slides 
Clinical (including some gross patholo- 
gy) photographs of otorhinolaryngic 
entities: 200 or more lantern slides 


Sets B and C should be completed within 
the next few months and set A within a year. 
All three sets will be made available through 
the Medical Illustration Section of the AFIP 
on a loan basis. 


Ill. Temporal Bones 


The situation with regard to temporal bones 
at the AFIP was presented in some detail in 
a letter sent to Dr. Fowler and to Dr. Lind- 
say in November 1957. A copy of that letter 
is appended to and made a part of this report. 


Although the situation at present is little 
altered from last year, it is expected to show 
increasing progress in the near future. A 
technician who is qualified for this type of 
work has been selected, and it is planned to 
set up a laboratory where he can begin the 
trial processing of the animal temporal bones 
shortly. The clinical aspect of the project 
should get under way in July when Dr. Wil- 
liam Nicol, Air Force ENT resident in 
training at Johns Hopkins Medical School, 
will be assigned to the project as part of his 
residency training. In the past year 10 sets 
of human temporal bones from air craft ac- 
cident fatalities, and 4 sets of experimental 
animal (chimpanzee and bear) temporal bones 
have been acquired. These bring the totals 
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of temporal bone sets awaiting processing at 
the AFIP to about 40 human and 19 animal 
(chimpanzee, hog and bear). 


IV. Registry of Otolaryngic Pathology 


1. The Medical Statistics Section of the 
AFIP in collaboration with the Registrar of 
the Registry of Otolaryngic Pathology has 
prepared a report on the Registry which is 
appended here. 


2. Consideration is being given by the 
Registrar of the Registry of Otolaryngic 
Pathology and the Medical Statistics Section 
of the AFIP to the use of Registry material 
for statistical surveys, within the limitations 
imposed by available time and _ personnel. 
Suggestions would be entertained from this 
committee for the selection of a _ particular 
disease entity for such a joint study. How- 
ever, the final selection would be predicated 
on there being enough cases in the group to 
justify the effort. The investigation would 
not necessarily be restricted to cases which 
have been entered in the Registry; others in 
the files of the AFIP might be utilized and 
suitable cases among them might be regis- 
tered. In addition, the cooperation of the Com- 
mittee might be requested in contributing a 
specific number of cases needed to make the 
study representative, with the stipulation that 
the contributions should include not only 
atypical or problem cases, but also those 
which are considered typical or routine ex- 
amples of the diagnosis selected for study. 
The first survey might be based on all cases 
of squamous cell carcinoma of the larynx in 
the ENT Registry and AFIP files with the 
objective of determining prognosis by sur- 
vival rates of those patients with no treat- 
ment prior to time of receipt of the first 
specimen at the AFIP and with no detectable 
metastasis at that time. 


3. It is recommended that the code for 
anatomic sites as well as the diagnostic code 
of the Registry of Otolaryngic Pathology be 
reviewed with the objective of making what- 
ever changes seem indicated to ensure cover- 
age of all sites and diagnoses desired by the 
Committee, and to avoid cluttering of the 
Registry with large numbers of common, 
relatively unimportant conditions. For ex- 
ample, the oral region, including salivary 
glands, is not now included in the Registry of 
Otolaryngic Pathology, since this is considered 
the province of the Section of Dental and 
Oral Pathology at the AFIP and is included 
in the Registry of Dental and Oral Path- 


ology. If the Committee thinks it desirable, 
this anatomic site could be duplicated in the 
Registry of Otolaryngic Pathology, but the 
practicality of such a move seems question- 
able, especially since the material involved 
would not have been reviewed by the Section 
of ENT Pathology. A’ similar case might 
be made for the esophagus and bronchi. With 
regard to the diagnostic code, such common 
entities as tonsillitis and laryngeal nodules 
have been dropped from the Registry. The 
Registrar would welcome suggestions from 
the Committee for possible revision of the 
Registry codes. In particular it would be de- 
sirable that the Committee indicate specific- 
ally (1) what anatomic sites they would wish 
to have included in the Registry and (2) what 
common entities might be excluded from the 
Registry. | 


V. Residencies 


1. The status of the residency training pro- 
gram in ENT pathology at the AFIP was 
outlined in a memorandum prepared by the 
Registrar in December 1957 for the use of 
The Director of the AFIP in replying to an 
inquiry by Dr. P. N. Pastore of the Medical 
College of Virginia regarding the possibility 
of civilian residency training in otolaryngic 
pathology at the AFIP. A copy of this memo- 
randum is appended to and made a part of 
this report. 


2. An inquiry was recently received from 


a Dr. Gerald Landau, address Jackson Me- 
morial Hospital, Miami, Florida, concerning 
“an opportunity to study Ear, Nose and 
Throat Pathology” at the AFIP. Dr. Landau 
was informed of the Academy fellowship in 
otolaryngic pathology, and was advised, if 
interested, to submit his curriculum vitae, in- 
cluding a statement of his future plans, to 
Dr. Holinger in time for consideration by 
the Committee, meeting in Chicago during 
the week of October 13 to 17. 


S. H. Rosen, M.D. 
Registrar, Registry of 
Otolaryngic Pathology 


27 November 1957 


Dear Doctor Fowler: 


In response to your inquiry of 12 Novem- 


ber 1957 addressed to Doctor Samuel H. 
Rosen, Registrar of the Registry of Oto- 
laryngic Pathology, the following is an out- 
line of the present temporal bone project at 
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the Armed Forces Institute of Pathology, 
under the supervision of Captain Vernie A. 
Stembridge, Chief, Aviation Pathology Sec- 
tion, AFIP, and under the general coordina- 
tion of Lt. Colonel Ralph M. Kraus, Chief, 
ENT Department, School of Aviation Medi- 
cine, Randolph Air Force Base, Texas. 


1. There are at present available at the 
AFIP about 30 sets of human temporal bones 
from Air Force personnel, as well as 6 sets 
of temporal bones from chimpanzees and 
9 sets from hogs used in experiments in 
Aviation Pathology. Additional human tem- 
poral bones are being received at the rate of 
about 1 or 2 sets per month. 


2. Mr. Ambrogi, Chief of Histopathology 
Laboratories, AFIP has undertaken to process 
the temporal bones. The Air Force has sup- 
plied him with an extra technician for this 
purpose. 


3. It is planned to process the animal tem- 
poral bones first on a practice basis. If the 
results are satisfactory, they will proceed to 
process the human bones. If the results are 
not entirely satisfactory, it is planned to ar- 
range for additional training of the techni- 
cian in the laboratory of Dr. Fowler, Dr. 
Guild or Dr. Lindsay before proceeding to 
process the human temporal bones. 


4. The human temporal bones are from air- 
craft accident cases and will be handled as 
follows: 


a. If the accident is thought to be due 
to spatial disorientation, the temporal bones 
will be sectioned for the vestibular apparatus. 


b. If the accident is due to a known 
cause, such as mechanical failure, the tem- 
poral bones will be sectioned for the acoustic 
apparatus. 


c. In both instances the health records, 
including audiograms, will be correlated with 
the findings in the temporal bones. Review of 
the health records and audiograms has been 
assigned to Dr. William Nicol, Air Force resi- 
dent in ENT at Johns Hopkins Medical 
School, 


It would appear from the above program 
that there is no need, at least for the present, 
to request that the Academy of Ophthalmolo- 
gy and Otolaryngology subsidize a technician. 
Should the scope of temporal bone processing 
expand to a considerable degree, it may be 
desirable to do so. However, at that juncture 
it might also be desirable and probably es- 
sentia) that the Academy sponsor and make 
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every effort to fill a one-year fellowship in 
ENT pathology at the AFIP to enable the 
staff to handle the temporal bones at the pro- 
fessional level. At present, it is not feasible 
to encourage submitting of temporal bones 
by civilian sources for processing at the 


AFIP. That should await and depend on the 
experience with the present undertaking. 


Your suggestion that the temporal bone 
sections might be submitted for interpreta- 
tion to such specialists in the field as Dr. 
Guild, Dr. Lindsay or yourself is appreciated. 
That, however, is also a matter for future 
consideration when the processing of the 
temporal bones approaches the _ sectioning 
stage. 


Sincerely yours, 
W. M. SILLIPHANT 
Captain, USN 
The Director 


REPORT OF THE REGISTRY OF OTOLARYNGIC 
PATHOLOGY AS OF 31 DECEMB. 1957 


As of 31 August 1957 there were 6439 
cases entered in the Registry of Otolaryngic 
Pathology; 6413 of them had been abstracted 
in coded form on IBM punched cards and 
were available for reporting purposes or for 
the selection of diagnostic groups to be fol- 
lowed. However, many cases were erroneous- 
ly entered during the earlier years of the 
Registry because of inadequate definitions of 
otolaryngic sites and for other reasons; 268 
such cases were deleted subsequent to 31 
August 1957. 


There were 6179 cases in the Registry as 
of December 1957. The 34 new cases that 
were registered did not offset the 268 dele- 
tions. However, it was deemed advisable to 
report the status of the Registry as of the 
end of the calendar year in order to make 
possible future analyses of trends in registra- 
tions. The tables attached hereto reflect only 
the net changes from 31 August 1957 through 
31 December 1957; future reports will reflect 
the changes that transpire during the calendar 
year, 


The tables attached were prepared from 
IBM cards coded by the Medical Statistics 
Section of the AFIP and give the distribu- 
tions of cases by major contributor and period 
in which accessioned (Table I) and by prin- 
cipal anatomic site and type of material avail- 
able tor study (Table IT). 


There are collateral values in having the 
cases on IBM cards; namely, to evaluate the 
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TABLE I 


REGISTRY OF OTOLARYNGIC PATHOLOGY By CONTRIBUTOR 


CASES 


1956 AND 
TOTAL PRIOR YEARS 1957 


CONTRIBUTOR NO. | % NO. % NO. % 


Total 6179 100 5980 100 199 100 


Army 2520 4] 2505 42 15 
Navy 447 7 435 7 12 
Air Force 207 3 197 3 10 5 


Veterans Administration 1688 27 1542 26 146 73 
Civilian 1233 20 1218 20 15 S 
Others! | 84 2 8&3 2 1 — 


! Others include U. S. Public Health, White House, FBI, St. Elizabeth’s Hospital, Balboa Hts. 
and Gorgas/Board of Health Laboratory, Ancon, Canal Zone; and other U. S. government 
facilities. 


TABLE II 


REGISTRY OF OTOLARYNGIC PATHOLOGY By ANATOMICAL SITE AND Type OF MATERIAL 


TYPE OF MATERIAL 


SURGICAL AND 


NATOMIC SITE TOTAL 
ANATOMIC §S SURGICAL AUTOPSY AUTOPSY 


Total 6179 5550 470 159 

Neck 2736 2517 178 4] 
Superficial neck 311 307 4 -_ 
Deep neck 2405 2194 170 41 
Specific site, ms. 20 | 16 4 — 
Nose 1311 1235 57 19 
Nasal chamber 1034 1006 24 4 
Paranasal sinus 260 218 27 15 
Chamber and sinus 17 11 6 ome 


Pharynx 1453 1188 201 Ot 

Nasopharynx 401 310 67 24 

Oropharynx 1050 877 133 40) 

Naso- and oropharynx 2 ] | — 

Ear 498 466 20 12 

Bone 129 95 13 | 21 

: Other sites 52 49 1] 2 
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content of the Registry, select diagnoses for 
follow-up and research investigations and to 
collect additional cases that are needed to 
make the Registry more representative. 


TRAINING PROGRAM IN OTOLARYNGOLOGY 


To Capt. W. M. Silliphant, The Director 
From Dr. S. H. Rosen 


30 December 1957 


Re: Inquiry from Dr. P. N. Pastore regard- 
ing Training Program in Otolaryngology at 


AFIP. 


1. I believe this inquiry may stem from a 
questionnaire on the pathology training of 
otolaryngology residents being distributed to 
medical schools by the American Academy 
of Ophthalmology and Otolaryngology. I 
am appending a copy of this questionnaire 
for your information. Please return it when 
you have finished with it. 


2. The present status of our program, if 
it may be called that, for training of oto- 
laryngology residents in ENT pathology is 
as follows: 


a. The WRAH residents in otolaryn- 
gology are assigned to the Section of ENT 
Pathology at the AFIP full time for 2 or 
3 months at intervals of 1 to 3 months. The 
duration of the assignment and the interval 
between assignments depend upon whether a 
resident can be spared from clinical duties at 
WRAH, which, in turn, is determined by the 
number of residents in training. 


b. The Section of ENT Pathology indi- 
cated that it was in favor of establishing a 
6-month to l-year traming program for resi- 
dents of the military services when a memo- 
randum on that question was circulated with- 
in the past year. We have had no further 
indication of the intentions of the military 
services in that matter. 


c. The Chief of the Section of ENT 
Pathology, strongly recommended to the 
Committee on Otolaryngic Pathology of the 
Academy of Ophthalmology and Otolaryn- 
gology that the Academy sponsor and make 
every effort to fill a l-year or, as a com- 


promise, a 6-month fellowship in ENT 
pathology at the AFIP. The Committee 


pointed out that such a fellowship has been 
in existence for several years, but that there 
have been no applicants. While something 
may develop from this new effort, there is 


no indication of whether or when results may 
be expected. 


3. With respect to Dr. Pastore’s questions, 
| would say there is the possibility that an 
arrangement similar to that with WRAH, 
but preferably for 6-month periods, might 
be entered into with a civilian hospital in or 
outside the Washington area. However, that 
would depend upon whether any indication 
is given that items b and c above, may be 
implemented. Limitations of space and of 
personnel for handling the routine work 
would, | think, place a limit of not more 
than 3 on the number of ENT residents or 
fellows who could be taken care of at any 
one time, and the military services and the 
Academy of Ophthalmology and Otolaryn- 
gology would, of course, receive priority. 


4. This whole matter, in my opinion, needs 
further exploration and some decisions and 
action on the part of the military and the 
Academy. 


S. H. Rosen, M.D. 


REPORT OF THE 
RESEARCH IN 


COMMITTEE FOR 
OTOLARY NGOLOGY 


Harotp F. ScHUKNECHT, M.D., Chairman 


The establishment by the Council, of a 
Committee for Research in Otolaryngology 
in October 1958 gave official status to an 
existing unofficial “working group” which 
had generated spontaneously in 1956. This 
former group called themselves the ad hoc 
Committee for Research in Otolaryngology 
and had sponsored scientific meetings pre- 
ceding the annual Academy meetings in both 
1957 and 1958. 


Since receiving the official notification on 
November 4, 1958, the chairman has appointed 
the following committee members, who were 
previously members of the ad hoc Committee 
for Research in Otolaryngology: Cesar Fer- 
nandez, M.D.; Aram Glorig, M.D.; Victor 
Goodhill, M.D.; Merle Lawrence, Ph.D.; 
W. Dewey Neff, Ph.D.; G. O’Neil Proud, 
M.D.; Joseph Sataloff, M.D.; Harold F. 
Schuknecht, M.D., Chairman; Ben H. Sen- 
turia, M.D.; Catherine Smith, Ph.D.; Juergen 
Tonndorf, M.D.; Hans von Leden, M.D. 


Because the program of awards for orig- 
inal investigation in otolaryngology was trans- 
ferred from the Committee on the Conserva- 
tion of Hearing (where it had its inception) 
to the Committee for Research in Otolaryn- 
gology, Juergen Tonndorf was _ appointed 
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chairman of the Awards Subcommittee, to 
choose two other committee members and 
arrange for the selection of award winners 
for 1960. 


Doctor W. D. Neff was appointed program 
chairman for 1959. He has arranged a sci- 
entific program consisting of twelve scientific 
contributions to be held on October 10, 1959, 
in Room P-117 at the University of Chicago 
Clinics. 


The following award winners for 1959 will 
each receive a $500.00 cash award and a 
plaque on Monday, October 12, at the be- 
ginning of the Otolaryngology Scientific Ses- 
sions: Irving M. Blatt, M.D., “Sialography” ; 
Stanley D. Greenberg, M.D., “Tracheal 
Homografts”; Brian F. McCabe, M.D., “Ef- 
fects of Intense Sound”; T. Manford Mce- 
Gee, M.D., “Streptomycin Ototoxicity.” 


The next business meeting of the Commit- 
tee will be held on Saturday morning, Oc- 
tober 10, prior to the Scientific Sessions. 


REPORT OF THE COMMITTEE 
STANDARDIZATION OF 
TONOMETERS 


ON 


Evmer J. BALuintine, M.D., Chairman 
Tonometer Specification 


Five years have elapsed since the publica- 
tion of the Decennial Report of the Commit- 
tee on Standardization of Tonometers. In 
this period numerous modifications of the 
1954 specification (Spec. No. 4) have been 
made by action of the Committee, but no 
formal summary or restatement of the speci- 
fication has been published. Therefore, dur- 
ing the past year the Committee undertook 
to rewrite the specifications for mechanical 
and electrical tonometers, incorporating all 
of the changes voted by the Committee, and 
to publish the specifications in the TRANS- 
ACTIONS of the Academy so that they will be 
available to all those interested. During the 
year members of the Committee met with 
representatives from Dr. Hans Goldmann’s 
clinic, tonometer manufacturers and commer- 
cial testing laboratories interested in certify- 
ing tonometers, in an effort to resolve all 
points of disagreement on the wording and 
meaning of the specifications. Substantial 
agreement was reached on June 8, the new 
specification was adopted by the Committee, 
pending final agreement with the manufac- 
turers in several small details. It is expected 


that this agreement will be reached at the 
October meeting of the Committee and that 
the final wording of the specification will 
be ready for publication within a few months. 


During the discussions of the new specifi- 
cations, it became apparent that if the speci- 
fications were to require inspection, on each 
tonometer, of all the factors found to be of 
importance in the performance of the instru- 
ment, the inspection cost would be materially 
increased. On the other hand, many of the 
critical factors are controlled automatically by 
the methods of manufacture and in an over- 
whelming majority of instruments never 
cause any difficulty. It was further pointed 
out that in the past the specifications usually 
have not stated how the testing for compli- 
ance was to be performed, and although the 
Committee has not inciuded an item in the 
specification without having devised some ade- 
quate means for inspection, the methods that 
the Committtee proposes to use have not al- 
ways been published nor, in some cases, care- 
fully standardized. 


It was agreed, therefore, that in the future 
the Committee should work toward a speci- 
fication that would consist of three main 
parts. First will be a statement of the speci- 
fication in absolute units, such as millimeters 
and grams, of the essential points of the 
tonometer for which the testing stations will 
be required to examine each instrument or 
such samplings of instruments as the situa- 
tion requires. 


The second part of the specification will 
be a statement of the method by which the 
Committee will determine whether the in- 
strument meets the requirements of the first 
part of the specification. While these methods 
have been written up in more or less detail 
in the decennial report and in the minutes 
of the Committee meetings, they have never 
been published in their entirety. The Commit- 
tee should, therefore, submit these methods 
for publication in the TRANSACTIONS of the 
Academy as rapidly as possible so that they 
will be available to all those interested. 


The third part of the specification will con- 


sist of recommendations. These are tonom- 
eter features which have been found to be 
important but usually do not cause any diffi- 
culty and are items which, in the interest of 
economy, the testing laboratories will not be 
required to test on each instrument. If an 
instrument which passes all tests in the first 
and second parts of the specification is found 
to be unreliable in its performance because 
of deviation from the recommendations or to 
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have obvious defects not covered in the first 
two parts of the specification, the instrument 
can then be rejected on the grounds that the 
workmanship is not of “high quality, con- 
sistent with the standards of sound engineer- 
ing practices.” 


Tonometer Calibration 


Following the demonstration by Moses and 
Hahn that the diameter of the footplate hole 
affected the low-scale tonometric readings 
(higher intraocular pressures), the Cleveland 
testing station attempted to determine how 
important this factor was in the calibration 
of tonometers. It was found that measuring 
the footplate hole with a “small hole gauge” 
did not give a reliable measure of the effec- 
tive diameter of the footplate hole because 
of the rounding of the junction of the foot- 
plate bore with the footplate concavity. 


When the “dye rub-off method” was used, 
the effective diameter of the footplate hole 
measured by this method was, in many cases, 
larger than had been expected—in extreme 
cases as large as 7.5 mm. in tonometers which 
met the specification in all other respects. 
Readings with these tonometers were com- 
pared with readings obtained with a standard 
tonometer having a functional footplate hole 
diameter of 3.7 mm. The results confirmed 
precisely the work of Moses and Hahn, and 
indicated that in some instruments the tonom- 
eter readings are lower than they should be 
for all readings less than 5 in extreme cases. 
Therefore, it was decided to standardize the 
functional hole diameter at 3.7 mm. With 
this hole diameter all tonometer readings less 
than 3.5 scale divisions are unreliable and 
must be disregarded, and the intraocular pres- 
sure should be measured with the next 
heavier weight. 


Testing Station 


At its meeting in October 1958, the Com- 
mittee discussed at length the future func- 
tions of the three testing stations in the 
United States. It was decided that a good 
part of the functions of the testing stations 
was now routine and could be carried out 
effectively by trained technicians. Affiliation 
with a glaucoma service and supervision of 
the testing station by an ophthalmologist 
experienced and interested in the standard- 
ization of tonometers was considered to be 
an essential requirement. It was agreed, there- 
fore, that the activities of all testing stations 
in the United States would be consolidated 
in the Cleveland station. On March 1, 1959, 


‘partly defrayed by 
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the Cleveland testing station took over the 
work previously carried out at the stations 
operated by Dr. Posner and Dr. Harrington. 


It was also pointed out that in the past 
the expenses of the testing stations were only 
the charges made _ for 
calibration, and that the balance has been 
covered by University funds. In the early 
years this situation was justified by the large- 
ly investigative nature of the activities of 
the testing stations, but in the last few years 
the work of the testing station has been 
increasingly routine. The Committee there- 
fore recommended to Dr. Benedict that the 
routine work at the Cleveland testing sta- 
tion be done by a technician and that the 
Academy contribute $2,400 per annum to her 
salary. This arrangement was approved by 
the Council, and since March 1, 1959, this 
arrangement has been in effect. 


During the transition period which coin- 
cided with the investigation of the effect of 
the footplate hole diameter, a backlog of 
tonometers to be. calibrated accumulated. 
Since the training of technicians has been 
completed anf the number of measurements 
on patients reduced, the backlog has been 
completely worked off. 


A report on the activities of the testing 
stations and commercial testing laboratories 
is attached. 


Commercial Testing Laboratories 


For several years it has been apparent that 
the shipping of electric tonometers from 
Chicago to New York for certification by 
Electrical Testing Laboratories has been un- 
economical, and the Committee has attempted 
to work out an arrangement with some 
agency more conveniently located to Chicago 
for this work. Through the efforts of V. 
Mueller & Company, the Inland. Testing 
Laboratories of the Cook Technological Cen- 
ter, Morton Grove, Illinois, has undertaken 
the certification of electric tonometers. The 
development of the facilities for certification 
has been mostly under the direction of Mr. 
Irving Hazard, Project Engineer at Inland 
Testing Laboratories. Mr. Hazard appears 
to be most diligent and ingenious in pursuing 
this work and to have developed considerable 
insight into the problems involved. The chair- 
man and several members of CST were fa- 
vorably impressed with the rigorousness of 
the inspection by Inland Testing Laboratories. 
The chairman and several members of the 
Committee think that if the Inland Testing 
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continue their 


Laboratories 
should be designated as an official testing 
agency by the Academy. 


interest, they 


Membership 


At the June meeting of the Committee, Dr. 
Hertha Binder was asked to become a mem- 
ber of the Committee. Dr. Binder is asso- 
ciated with Dr. Ballintine at the Eugene 
Halle Glaucoma Service and does much of 
the testing of tonometers for the Cleveland 
station. 


Symposium on Tonometry and Tonography 


Dr. Peter C. Kronfeld agreed to act as 
moderator for the symposium on tonography 
to be presented as part of the program of 
the Annual Meeting of the Academy in Oc- 
tober 1961. Dr. Kronfeld has arranged a 
tentative program and will present it in final 
form after the 1960 meeting of the Academy 
so that the material in the tonography sym- 
posium will be correlated with what is pre- 
sented at the 1960 symposium on glaucoma. 


Exhibit on Tonometer Calibration 


At the June 8 meeting of CST, a com- 
munication from Dr. Kenneth L. Roper sug- 
gested that the Committee of Standardization 
for Tonometers sponsor an exhibit on the 
standardization of tonometers. Mr. R. O. 
Gulden and Dr. Conrad Berens has previous- 
ly approached Dr. Benedict for space for an 
exhibit on a similar subject to be sponsored 
by Dr. Berens and the Ophthalmological 
Foundation. The Committee believes that 
enough new information on the functioning 
of tonometers has accumulated to justify an 
exhibit in October 1960 at the annual meeting 
of the Academy to show what progress has 
been made. At present, the Committee is not 
able to reach an agreement on recommenda- 
tions for sterilization of tonometers and 
would prefer not to include this feature in 
a Committee-sponsored exhibit. 


The Committee thinks it would be appro- 
priate for Mr. Gulden to exhibit as a commer- 
cial exhibitor to present the excellent service 
which he now offers in the calibration and 
repair of tonometers. The Committee thinks 
that Mr. Gulden is offering a valuable service 
to ophthalmologists and the features of his 
service should be more widely known. He 
has made an effort to keep his charges low 
and the testing station at Cleveland has been 
favorably impressed by the quality of his 
work and the low prices charged. It might 
be difficult, therefore, for Mr. Gulden to 


pay the cost of a commercial exhibit without 
hardship. The Committee has no objection 
to Dr. Berens’ sponsoring a scientific exhibit 
on tonometers along with Mr. Gulden, but 
the Committee thought it inappropriate for 
the Committee on Standardization of Tonom- 
eters to be connected with such an exhibit. 


Future Plans 


The publication of the new specifications 
and the methods of testing will be continued. 
An investigation of the possibility of simpli- 
fying the form of the tonometer plunger and 
eventually reducing the cost of the tonom- 
eter has been instituted and will be pursued 
during the coming year. Dr. Hans Goldmann 
has been approached on the problem of 
standardization of applanation tonometers, 
and during the coming year we hope to ar- 
rive at tentative performance specifications 
for this instrument. The chairman thinks, 
therefore, that the activities of the Com- 
mittee should be continued. 


REPORT OF THE COMMITTEE ON 
SURGERY OF THE HEAD AND NECK 


LeRoy A. ScHatt, M.D., Chairman 


The American Academy Committee on 
Surgery of the Head and Neck held its first 
organizing committee meeting during the 
Academy meeting in Chicago in 1958. This 
was a dinner meeting attended by approxi- 
mately 30 guests and members of the com- 
mittee. Since this meeting, there have been 
two other meetings held by the Committee. 
One was at Hot Springs, Virginia, during 
the meeting of the national special ear, nose 
and throat societies and the second one was 
in New York. 


From these three meetings the Committee 
felt that it was time to organize a society 
whose main interest would be surgery of 
the head and neck. The next meeting of the 
Committee will be held after the Council 
Meeting in early October to be followed by 
a larger meeting of those interested in the 
formation of a new society. 


REPORT OF THE COMMITTEE ON 
USE OF DIAGNOSTIC PROCEDURES 
AND THERAPY IN UVEITIS 


A. D. RuepEMANN, Sr., M.D., Chairman 


The Academy Committee on Uveitis has 
been concerned with the administration of 
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the Field Investigation on the Use of Diag- 
nostic Procedures and Therapy in Uveitis 
supported by grant 3-B9023 (B-2359 C2) 
made by the NINDB in April 1957. The 
grant has been approved for the same annual 
amount, $43,435.00, until March 31, 1960. 


The Academy Committee on Uveitis met 
with several advisors at the Palmer House on 
October 15, 1958. A free discussion of the 
objectives of the Investigation revealed a di- 
vergence of opinion on every practical phase 
of the work. Some doubted the reliability of 
skin tests and patient reports; lack of con- 
fidence was expressed in statistical reports 
of patient examinations and on laboratory 
reports. It was generally agreed that lack 
of controls vitiated the result of tests. No 
agreement was reached on how controls 
should be selected, but there was general as- 
sent that controls should be used. The answer 
seemed to be a selection of test centers where 
25 or more uveitis patients and an equal num- 
ber of controls could be completely tested 
with the full kit of antigens and complete 
reports filed with the Academy Secretary. It 
was proposed that a number of institutions 
make application for special grants from the 
NINDB for this purpose. Eighteen applica- 
tions were filed with the NINDB but were 
disapproved by the Study Group, and the 
Council, in June 1959, sustained the action of 
the Study Group. Consequently, the adminis- 
tration of the Investigation was continued as 
before except that when the Division on Bio- 
statistics of the NINDB was asked to take 
over the statistical work of the Committee, 
the title was changed from Field Investiga- 
tion to Collaborative Investigation. The 
NINDB Field Investigation Committee ex- 
pressed disapproval of the present Investiga- 
tion and recommended that a committee of 
five ophthalmologists be appointed to study 
the matter and report to the Council of 
NINDB in November 1959. 


At a meeting of the Uveitis Committee 
in Chicago, March 24, 1959, the laboratory 
and patient report forms were reviewed and 
Suggestions made for changes in both. The 
task of revising the forms was delegated to 
Dr. Goldstein, Dr. Wahlen and Dr. Leopold. 
The latter two also agreed to revise the book 
of directions. During the past twelve months 
a number of minor changes were suggested. 
The book of directions was revised by Dr. 
Leopold and Dr. Alan Woods. The patient 
report forms were revised and shortened. The 
revised book and forms were printed in 
Rochester and mailed to all collaborators and 
inquirers in August 1959. 
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The kits of antigens assembled by Hol- 
lister-Stier Laboratories are available and 
sent on request to collaborators in this coun- 
try and abroad. Tests on sera for toxoplas- 
mosis, brucellosis and leptospirosis are made 
at the CDC Laboratory, Chamblee, Georgia, 
and duplicate reports sent to the Academy 
Secretary. The Academy in 1958 appropriated 
$10,000.00 for this service in 1959. 


To September 1, 1959, 183 diagnostic kits 
have been distributed to 149 collaborators. 
Dr. Alan Woods was appointed Special Con- 
sultant on Uveitis to the Academy Uveitis 
Committee. 


REPORT ON THE AMERICAN 
ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 


M. M.D. 
Academy Representative 


As representative of the American Acad- 
emy of Ophthalmology and Otolaryngology 
to the American Association for the Ad- 
vancement of Science, I have nothing of 
importance to report concerning the activities 
of this organization. 


REPORT ON AMERICAN BOARD Or 
OPHTHALMOLOGY 


Gorpon M. Bruce, M.D. 


Academy Representative 


As your representative to the American 
Board of Ophthalmology | submit herewith 
my final report after serving for eight years, 
two of them as Chairman. 


Since the report submitted to you last year 
the most significant developments have been 
(1) a closer liaison with the Residency Re- 
view Committee and the Advisory Board for 
Medical Specialties, and (2) the adoption of 
a new Constitution and set of By-laws. In 
the latter case the principal changes had to 
do with limiting the age of Board Members 
to 65 and that of Consultants to 70, the cre- 
ation of a Nominating Committee, and a re- 
vision of the Duties of the Committee on 
Examinations. At the same time the long 
dormant title of Emeritus Member was re- 
vived and Doctors Benedict, Berens and At- 
kinson were elected to the position. 


Committees are currently at work studying 


the methods of preparing surgical case re- 
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ports, and the 
candidates. 


requirements for foreign 


In summary, 116 examinations have been 
held, followed by the issuance of 4,998 cer- 
tificates. The 1959 Written Examination was 
held on January 26 in 22 cities. The exami- 
nation was given to 215, of whom 174 passed 
and 41 failed. 


Since September 1, 1958, 198 applications 
have been received. 


One hundred and two sets of slides are 
available, and there were 175 rentals. 


The 1958-59 Practical and Oral Examina- 

tions were held as follows: 
No. 
Candidates Passed Failed Conditioned 

San Francisco 
June 17-21 135 104 10 31 
Chicago 
October 7-10 100 82 
Philadelphia 
June 3-6 130 113 


Practical and Oral Examinations scheduled 
for 1959-60 are: 
St. Louis, October 6-10, for approximately 
85 candidates. 
San Francisco, May 1960, for approximately 


125 candidates. 
Chicago, October 
80 candidates. 


1960, for approximately 


Sixty-one ophthalmologists have served, or 
are serving, on the Board which was or- 
ganized in 1916. 


There are 12 members. 
emeritus members. 


3 consultants, 3 


The officers for 1959 are: 
Chairman: Gordon M. Bruce, M.D. 
Vice Chairman: Paul A. Chandler, M.D. 
Secretary-Treasurer: Merrill J. King, M.D. 


REPORT ON AMERICAN BOARD OF 


OTOLARYNGOLOGY 


Francis E. LeJeune, M.D. 
Academy Representative 


As your representative of the American 
Academy of Ophthalmology and Otolaryn- 
gology on the American Board of Otolaryn- 
gology, I wish to report to you that the 
American Board of Otolaryngology held an 
examination in Chicago October 5, 1958, at 
which time ninety-three candidates were ex- 
amined. Of this number seventy passed, nine- 
teen were conditioned, and four failed. 
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The Board held another meeting on Sunday, 
May 24, 1959, to discuss the requirements 
for certification. The minimal requirements 
were changed to four years and will become 
effective July 1, 1960. The four years will 
include one year of general surgery and 
three years of otolaryngology. 


An examination will be held in Chicago 
this year from October 5 to October 9 and 
approximately 104 candidates will be ex- 
amined. 


REPORT ON AMERICAN 
COMMITTEE ON OPTICS AND 
VISUAL PHYSIOLOGY 


LEBENSOHN, M.D. 
Academy Representative 


TAMES E. 


As the senior representative, I am_ sub- 
mitting to the American Academy of Oph- 
thalmology and Otolaryngology a report of 
the American Committee on Optics and 
Visual Ophthalmology for the past year. 
Other representatives of the American Acad- 
emy of Ophthalmology and Otolaryngology 
are Frederick C. Cordes, M.D., and Kenneth 
C. Swan, M.D. Also there are three repre- 
sentatives, respectively, from the Section on 
Ophthalmology of the American Medical As- 
sociation, the American Ophthalmological 
Society and the Association for Research in 
Ophthalmology. During the past year, Dr. 
Conrad Berens has served as Chairman, and 
Dr. Gerald Fonda as secretary. 


The Seventy-Third Meeting of the Ameri- 
can Committee on Optics and Visual Physi- 
ology was held at the meeting of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology in Chicago on Sunday, October 
12, 1958. Louise Sloan, Ph.D., and Richard 
Blackwell, Ph.D., were present by invitation. 


The following actions were taken by the 
American Committee at this meeting: 

1. The Subcommittee on the Standardiza- 
tion of Reading Type agreed upon the de- 
tails of the vision charts, both for distance 
and for near. Several minor suggestions were 
made as to arrangement of letters and spac- 
ing. This will be worked out by the Com- 
mittee and the charts should be available soon. 

2. The Subcommittee on Study for Screen- 
ing Tests for Color and Lantern Tests. Dr. 
Louise Sloan, in an informative report, rec- 
ommended the Ishihara charts and the Farns- 
worth D-15 set as reliable tests. The Bos- 
trom Swedish charts are acceptable, though 
they occasionally misclassify normals. 
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3. The Subcommittee to Cooperate with 
Council on Physical Medicine. The sugges- 
tion was made that this subcommittee be dis- 
continued, as it had given up evaluating in- 
struments. 


4. The Subcommittee on Low Vision 
Lenses. Dr. Fonda held a Low Vision meet- 
ing in the Palmer House in the afternoon of 
October 12, to which about thirty interested 
individuals were invited. They concluded, in 
summary, that: 


(a) Refraction of patients with subnor- 
mal vision is less accurate with telescopic 
spectacles than it is when the visual acuity 
chart is brought within 10 or 5 feet of the 
patient. 

(b) The most realistic measurement of 
acuity with a reading aid designates the size 
of print easily read and the distance used. 

(c) Optical aids for near vision should 
be expressed in diopters, e.g., 20 D. rather 
than 5 X. This aids the optician in knowing 
at what distance the patient must read. The 
size of the retinal image depends upon the 
equivalent power, the reciprocal of the equiv- 
alent focal length, measured from the prin- 
cipal plane. The working distance depends on 
the anterior focal length. In the case of a 
Galilean telescope used to enlarge the retinal 
image of a distant object, the specification 
by magnification is not arbitrary and is the 
only method that can be used. 

(d) Spectacle reading aids of the bifocal 
type are generally preferable to those of the 
single-vision type. With the latter the user 
is blind to everything except the reading page 
itself. The visual axis must not be too far 
from the optical center of the reading seg- 
ment. Reading segments of plus 24 D. or 
more should extend to the upper border of 
the pupil or higher. 

(e) Evaluation of Volk lenses. Dr. Ogle 
considered them superior to biconvex lenses 
and Dr. Lebensohn was impressed with their 
value as a screening test to determine the 
minimum magnification necessary. 


5. Subcommittee on Research in Visual 
Acuity in Myopia. The question of further 
research on this subject and the effect of 
contact lenses in myopia was discussed and 
the matter was referred to Dr. Berens for 
further study. 


6. Subcommittee on Review of Lighting 
Standards. Dr. Blackwell gave a compre- 
hensive report on recommended levels of il- 
lumination. The Subcommittee will study his 
recommendations and report concerning pos- 
sible changes in the standards approved by 
the American Committee. 


7. The Subcommittees on Standardization 
of Ophthalmic Lenses, on Standardization of 
Terminology of Motor Anomalies, and on 
Trafic Safety reported progress and were 
continued. 


Your Committee respectfully recommends 
(1) that the American Academy of Oph- 
thalmology and Otolaryngology continue its 
sponsorship and financial support to the 
American Committee on Optics and Visual 
Physiology; (2) that Dr. Conrad Berens 
continue to serve as chairman and Dr. Gerald 
Fonda as secretary-treasurer. 


REPORT ON THE AMERICAN 
ORTHOPTIC COUNCIL 


Puitie Knapp, M.D. 
JoHn W. HeEnperson, M.D. 
FRANK M.D. 

Academy Representatives 


The twenty-fourth meeting of the Ameri- 
can Orthoptic Council was held in Chicago 
on October 11, 1958, Dr. William E. Krew- 
son, III, President, presiding. During the 
year the American Academy of Ophthal- 
mology and Otolaryngology was represented 
by Dr. Philip Knapp, Dr. John W. Hender- 
son, and Dr. Frank D. Costenbader. Dr. 
Knapp was elected President of the Council 
for the year 1959. Dr. Henderson serves as 
Chairman of the Council’s Instruction Com- 
mittee and is a member of the Nominating 
Committee. Dr. Costenbader continued as 
Chairman of the Examinations Committee 
and is Chairman, also, of the Special Com- 
mittee on Title and Function. 


The significant activities of the American 
Orthoptic Council for the 1958-1959 


year 
have been: 


1. The annual two months basic course in 
orthoptics for orthoptic technicians was held 
in Ann Arbor, Michigan, during the summer 
of 1959 under the direction of Dr. John W. 
Henderson. There was an enrollment of 
thirteen students. 


2. The annual examination of orthoptic 
technician candidates was conducted by the 
Council on Saturday, October 11, 1958, in 
Chicago, Illinois, Twenty-six candidates took 
the examinations, of whom _ twenty-three 


made a passing grade and were certified by 
the Council. 


3. The annual scientific meeting sponsored 
jointly by the American Orthoptic Council 
and the American Association of Orthoptic 
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Technicians, in conjunction with the meeting 
of the American Academy of Ophthalmology 
and Otolaryngology, was held on Sunday, 
October 12, 1958. The meeting this year took 
the form of a symposium on “Office Orthop- 
tics by the Ophthalmologist.” This sym- 
posium was published in the American Or- 
thoptic Journal. 


The 1959 meeting is scheduled for Sunday 
evening, October 11, 1959, and will take the 
form of a symposium on Pleoptics in the 
Treatment of Amblyopia. 


4. The American Association of Orthoptic 
Technicians continues to hold its annual sci- 
entific meeting in conjunction with the sci- 
entific meeting of the American Academy 
of Ophthalmology and Otolaryngology. These 
meetings are always well attended. The 
American Orthoptic Council continues to as- 
sist in providing courses for orthoptic tech- 
nicians at the time of this meeting. In addi- 
tion, the American Association of Orthoptic 
Technicians held sectional meetings in the 
spring of 1959 at Indianapolis, Indiana; Spo- 
kane, Washington; Las Vegas, Nevada; Lit- 
tle Rock, Arkansas; and Portland, Maine. 
All of these were well attended, indicating 
a continuing interest in postgraduate study 
by technicians. 

5. The American Association of Orthoptic 
Technicians with the assistance of the Amer- 
ican Orthoptic Council sponsored exhibits 
dealing with various phases of orthoptics at 
several national meetings during the year. 

6. The ninth volume of the American Or- 
thoptic Journal, edited by Dr. Webb P. 
Chamberlin, Ir., has been distributed to all 
members of the American Association of 
Orthoptic Technicians and to all ophthal- 
mologists who have indicated a desire to re- 
ceive it. The Journal is published through the 
cooperation of the American Academy of 
Ophthalmology and Otolaryngology and _ is 
distributed through its TRANSACTIONS. 

7. The Secretary of the Council prepared 
an editorial entitled, “The Present Status of 
Orthoptic Practice,” which appeared in 1958 
in the American Journal of Ophthalmology. 

8. The Lancaster Award was given this 
year to Mrs. Elsie Laughlin, Iowa City, Lowa. 

9. Officers elected to serve in 1959 are: 
President: Philip Knapp, M.D., New York 
Vice-President: Frank D. Costenbader, M.D., 

Washington, D. C. 


Secretary-Treasurer: Edmond L. Cooper, 
M.D., Detroit 


The American Orthoptic Council appreci- 
ates the continued interest and support of 
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the American Academy of Ophthalmology 
and Otolaryngology. 


Your representatives respectfully recom- 
mend : 


1. That the American Academy of Oph- 
thalmology and Otolaryngology continue to 
sponsor the American Orthoptic Council and 
that it appoint Dr. Philip Knapp of New 
York City for a period of three years be- 
ginning January 1, 1960. 


2. That the American Academy of Oph- 


thalmology and Otolaryngology support the 
American Orthoptic Council in the amount 
of two hundred dollars ($200.00) for the 
vear 1959-1960. 


REPORT ON AMERICAN STANDARDS 
ASSOCIATION, ACOUSTICAL 
STANDARDS BOARD 


EpMUND P. Fow Jr., M.D. 
Academy Representative 


At this date the Acoustical Standards 
Boards have made no new official changes 
in the standards, although several writing 
groups are busy in the S-3 division which 
is responsible for bio-acoustics for the Amer- 
ican Standards Association. Further pre- 
liminary talks were carried out informally 
with the International Standards groups in 
Europe, and it is probable that the difference 
between their standard and the American 
Standard zero reference level for audiom- 
eters will be ironed out. The recommendation 
of the American Otological Society and the 
American Laryngological, Rhinological and 
Otological Society, as well as our own Con- 
servation of Hearing Committee, has been 
that any adjustments that are to be made 
should be in the order of 10 decibels so that 
a changeover to an international standard 
will be easy arithmetically. A suggested 
standard audiogram form to facilitate this 
was endorsed by each of these groups and is 
printed in the 1958 Report of the Committee 
on Conservation of Hearing. 


A new report on terminology by the SW-5 
writing group received only five negative 
votes with twenty-eight “yes” votes. Prob- 
ably the terminology monograph will be ac- 
cepted in toto by the end of 1959. Most im- 
portant from the standpoint of the Academy 
is the omission of the word “aural” and the 
substitution of the words “otic” or “audi- 
tory” so as to avoid confusion with the word 
“oral.” Whether the entire SW-5 group will 
accept the recommendations of the various 
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subcommittees of the Academy Committee 
on Conservation of Hearing to establish the 
word “deafness” as meaning a hearing level 
of 82 decibels or worse remains to be seen. 
The Writing Group on Audiometers has al- 
ready accepted the words “hearing threshold 
level” for the ordinant on the audiogram 
rather than “hearing loss.” There has been 
some discussion as to the introduction at this 
time in the official terminology of the word 
“anacusis”’ for deafness, “hypoacusis” for 
hearing loss, and “dysacusis’” for dysfunc- 


tions in hearing which are not measurable 
in decibels. 


REPORT ON AMERICAN STANDARDS 
ASSOCIATION, COMMITTEE FOR 
STANDARDIZATION OF 
OPHTHALMIC LENSES 


Cart J. M.D. 


Academy Representative 


The last meeting of the Lens Standards 
Committee was in New York City in Decem- 
ber 1958, at which time the Optical Manu- 
facturers Association announced that they 
were willing to set up a testing laboratory 
and purchase lenses on the open market to 
test them for lens quality. If any of their 
members were found guilty of misrepresent- 
ing their materials, they would be dealt with 
accordingly. While this appears to be a step 
in the right direction, the catch to it is that 
they are not willing to do this unless other 
segments of the industry are also policed 
This is understandable, as a first quality lens 
at the manufacturing level can be badly 
compromised at the dispensing laboratory 
level. 


According to the mailing list of the 
O.M.A., there are approximately 16,500 op- 
tometrists and 9,000 ophthalmologists. On 
good authority | have learned that ophthal- 
mologists prescribe about one half of all 
lenses made, also that one half of all lenses 
made are of less than first quality. Obviously 
many second quality lenses are going to pa- 
tients of the ophthalmologists. I am of the 
impression that very few of them realize this 
fact. 


Insomuch as there is a premium paid to 


those intermediaries who sell inferior mer- 
chandise for the price of first quality, it 1s 
scarcely possible that they will subscribe to 
any policing of themselves. It would be al- 
most impossible for one group or a combina- 
tion of all interested and honest parties to 
police all outlets of lens spectacles. 
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The more knowledge and experience that 
I accumulate regarding a workable lens 
standard on a national scale, the more I am 
convinced that it is a luxury that only the 
government can afford. I believe Federal 
legislation for lens standards similar to the 
Pure Food and Drug Act should be encour- 
aged by our Academy and recommended to 
the American Medical Association for action 
and guidance. Policing action then would be 
made easy, as competitors on a local level 
would report one another if they were to get 
far out of line. 


Federal Legislation should not be difficult 
to obtain as we already have obtained the 
blessing of my friend Lee Burney, the Sur- 
geon General; U. S. Bureau of Standards; 
Army; Navy; Veterans Administration; Op- 
tometry, and many others. The large influ- 
ential lobbying interests in Congress repre- 
senting labor unions, farmers and _ capital 
could easily see its merits and would hasten 
to join in support. 


REPORT ON THE BOARD OF 
GOVERNORS OF THE AMERICAN 
COLLEGE OF SURGEONS 


Harry P. ScuHenck, M.D. 
Academy Representative 


The specialty representation in the govern- 
ing bodies of the College has been further 
augmented by the Board of Regents and the 
Board of Governors. An ophthalmologist, Dr. 
Frederick C. Cordes, and an otolaryngologist, 
Dr. Dean M. Lierle, both Fellows of the 
American Academy of Ophthalmology, con- 
tinue to serve as members of the Board of 
Regents, and a representative of the Academy 
has been elected to the Executive Committee 
of the Board of Governors. 


Since the annual Congress of the College 
occurs either during the week before or the 
week after the meeting of the American 
Academy of Ophthalmology and Otolaryn- 
gology, only token sessions in ophthalmology 
and otolaryngology have been possible at the 
Clinical Congress of the College, and the 
only adequate programs of these two spe- 
cialties were relegated to the various section 
meetings of the College. Separate sessions for 
ophthalmology and otolaryngology were in- 
cluded in five sectional meetings distributed 
across the United States and Canada in 1959. 
The total registration at these meetings in- 
cluded 3,605 surgeons and 1,929 nurses. The 
success of efforts to make the College more 
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attractive to surgical specialists was reflected 
in the fact that the Montreal Sectional Meet- 
ing had the highest percentage of specialists 
ever represented in attendance at any major 
meeting of the College. 


Although extensive programs for ophthal- 
mology and otolaryngology will be presented 
at the Clinical Congress of the College in 
1959, it will be impossible to plan programs 
in the two specialties for the 1960 Congress 
because of the simultaneous sessions of the 
American Academy of Ophthalmology and 
Otolaryngology and of the College. The 
omission of programs for ophthalmology and 
otolaryngology in 1960 and in subsequent 
Clinical Congresses appears to be detrimental 
to the prestige and influence of the two spe- 
cialties on a national and international level. 
Active participation in the programs is es- 
pecially important since the organization of 
the International Federation of Surgical Col- 
leges and Societies, which provides the ma- 
chinery to elevate the standards of surgery 
throughout the world on a truly international 
level. For these reasons, it appears imperative 
that the American Academy of Ophthal- 
mology and Otolaryngology and of the Col- 
lege devise plans to eliminate future coinci- 
dence of these extremely important annual 
meetings. 


The Graduate Training Committee has 
recommended a program of education, both 
public and professional, of extended dura- 
tion and probably employing the lay press, 
to encourage the idea that patients holding 
certain types of insurance might be operated 
upon by residents. 


The Board of Governors engaged in a re- 
evaluation of current training programs to 
ensure support by the profession and the 
laity, care superior to ordinary standards, 
adapted to social and economic trends, and 
any improvements to be readily combinable 
with, or easily established in place of ex- 
isting programs. In connection with the 
problem of training for residents in the sur- 
gical specialties, a questionnaire was devel- 
oped and distributed to the chief of each ap- 
proved residency in general surgery and the 
surgical specialties, so designed as to provide 
information about the current situation and 
to obtain some idea of what these educators 
feel to be desirable. The results of the ques- 
tionnaire will be the basis for a panel dis- 
cussion at the symposium for graduate train- 
ing at the Clinical Congress in September 


1959. 


REPORT OF THE JOINT. 
COMMITTEE ON EYE BANKS 


JoHN Harry Krnc, M.D., Secretary 


The joint committee on Eye Banks held its 
fourth meeting at Hot Spring, Virginia, on 
May 29, 1959. Present were: Alson E. Braley, 
M.D.; F. Phinizy Calhoun, Jr., M.D.; Ra- 
mon Castroviejo, M.D.; John Harry King, 
Jr.. M.D.; Alfred E. Maumenee, M.D.; 
Townley Paton, M.D.; A. D. Ruedemann, Sr., 
M.D. Absent: Michael J. Hogan, M.D. 


The meeting was called to order by the 
Chairman, Dr. Paton. The minutes of the 
last meeting held at White Sulphur Springs, 
West Virginia, on May 30, 1958, were read 
by the secretary and were approved by the 
committee. 


Dr. Paton discussed the original organiza- 
tion of the New York Eye Bank, noting the 
problems involved, and stated the need for 
better national organization and control of 
independent eye banks from the medical 
standpoints. He outlined the current medical 
problems with eye banks, stating that pub- 
licity was often unfavorable from medical 
aspects and that morticians were even rec- 
ommending that they perform enucleations 
for eye banks. Dr. Paton discussed donor 
material, contamination and infection, the 
methods of collecting donor eyes and the 
need for standardization of eye bank pro- 
cedures. 


Dr. Braley noted the need for a method 
of reporting available eyes and queried the 
committee concerning the formation of a 
“clearing house” in a central area such as 
Chicago. It was the consensus that this was 
premature and should be considered later af- 
ter better basic organizational procedures had 
been established. 


The committee discussed the urgent need 
for some type of organization which could 
advise and aid eye banks to operate upon 


an ethical 
medical advice from 


which could receive 
the Joint Committee. 
It was agreed that The National Eye 
sank, New York City, was a model eye 
hank, most capable of establishing such an 
eye bank system on a_ national scale. Dr. 
Paton was commended for his original and 
dedicated work in this direction. It was the 
consensus, however, that such an organiza- 
tion should be under the direction of an oph- 
thalmological society to attain adequate effect. 


plane and 


made a 
recommend the 


Dr. Ruedemann 
Committee 


motion that the 
creation of an 
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“American Association of Affiliated Eye 
Banks.” ‘l’‘he motion was seconded and car- 
ried. Discussion included the facts that the 
purpose of the association would be to in- 
vite ethical eye banks to join in cooperative 
action, to be governed by a medical Code of 
Ethics to be recommended by the Joint Com- 
mittee on Eye Banks. It was further recom- 
mended that this organization be officially 
established under the American Academy ot 
Ophthalmology and Otolaryngology, with its 
headquarters in Rochester, Minnesota. Sug- 
gestions were made that after the Association 
is established, a meeting be held of all medical 
and lay directors of eye banks to discuss 
ethical medical procedures. It was felt that 
the Joint Committee should later write a 
brochure to outline the medical standardiza- 
tion of eye bank procedures on enucleations, 
sterilization, storage, transportation of tissues 
and other pertinent data. 


Each member was given a suggested Code 
of Ethics by the secretary so that his ideas 
could be incorporated for final approval at 
the next meeting. 


It was emphasized by the Chairman that 
the Joint Committee on Eye Banks was cre- 
ated as an informal medical advisory com- 
mittee and was not a policy making group 
to govern the activities of any eye bank. In 
the future its activities would concern advice 
to the “American Association of Affiliated 
Eye Banks,” with medical control by the 
American Academy of Ophthalmology and 
Otolaryngology. It was strongly urged that 
the current medical representaton from the 
parent medical societies be continued in order 
to advise in this important work 


REPORT ON THE MEETING OF THE 
NATIONAL CITIZENS COMMITTEF 
FOR THE WORLD HEALTH 
ORGANIZATION 


Vicror A. Byrnes, M.D. 
Academy Representative 


The National Citizens Committee for the 
World Health Organization met at the Stat- 
ler Hotel in Washington, D. C., May 7, 8 
and 9, 1959. 


A copy of the program is attached to this 
report. Detailed transcripts will be available 
in the near future. 


The meeting was well run. It consisted of 
a “warm-up” day in which speakers of na- 
tional renown emphasized the importance of 
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the problem; then a division into six forums 
where more detailed discussion of various 
aspects of the problem were carried out. The 
final day was spent summarizing the conclu- 
sions reached in the forum sessions and in 
indicating some of the mechanisms which 
should be utilized to achieve the objectives 
desired. 


RESU ME 


The slogan of the meeting was “World 
Health for World Peace.” 


While it was never specifically stated in 
these terms, it is now obvious that every 
American is a citizen not only of his own 
area, state and nation but of the world. Speed 
of communication and transportation elimi- 
nate the capability of any nation to isolate 
itself. Americans in their own self interest, 
if for no other reason, must recognize the 
requirement for individual active participa- 
tion in world affairs. 


Misery in any form makes people suscep- 
tible to improper actions if these actions seem 
to offer any possibility of relief from misery. 
Communism exploits misery to achieve its 
ends and has made many gains by doing so. 
Misery may be due to poverty, lack of food, 
intolerable social conditions or poor health. 
Improvement in any of these conditions can 
decrease misery, make individuals less sus- 
ceptible to communist influences and thus 
improve the world conditions for all peoples 
of the world. This should be a united attack 
against all causes of misery, but health was 
the segment under discussion at this meeting. 


Health improvement also has the unique 
characteristic in that “everybody wins” and 
increasing health im one country does not 
subtract something from another country. 


Medicine as a science shares in the world- 
wide esteem im which scientists hold each 
other. As such it is a real force for inter- 
national goodwill and cooperation, a_ real 
force for peace. 


The World Health Organization as a spe- 
cialized agency of the United Nations serves 
as the mechanism for international health 
programs. It was organized in 1946 and is 
becoming more effective each year. Programs 
which have already been very effective are 
those in yaws (which has been eradicated 
from some of the Caribbean Islands), 
malaria (which has been reduced to half of 
the cases prevalent only a few years ago), 
tuberculosis, yellow fever, leprosy, trachoma 
and smallpox. 


i 
4 
| 
= 
4 
4 
| 
: 
~ 
3 
it 
= 
« 
é 
aes 


COMMITTEE REPORTS 879 


In return for our health efforts we bene- 
fit (1) by protection of our own health by 
eradication of disease which would be readi- 
ly transmitted to us’ from foreign countries, 
(2) by learning more about disease, as well 
as, (3) by the improvement in world rela- 
tionships. 


Participation by government agencies is 
not enough. Private agencies and industry 
can be more effective in many medical areas. 


Representative Walter Judd of Minnesota 
gave an address on “The American Image 
Abroad.” It was one of the finest talks it has 
been my privilege to hear anywhere. If an 
occasion arises requiring a banquet speaker 
for a medical group, this speaker and this 
talk would be an excellent choice. 


FORUM 1 


Forum 1 on “Health and the American 
Image Abroad” was reported by Dr. Leonard 
Larson of the American Medical Association. 


The essential recommendations of this group 
were : 


Health programs are good vehicles to cre- 
ate a favorable impression of America abroad. 


The promotional and employee policies of 
American industrial concerns abroad are im- 
portant. 


“Care.” 
Service 


“Medico,” U. S. Public Health 
programs abroad, training courses 
given abroad by Armed Forces medical per- 
sonnel, and other activities of medical or- 
ganizations are important. 


Selection and briefing of people to serve 
abroad is important. We need people who 
speak the language, better teachers, no su- 
perior attitude. and the ability to accept con- 
ditions as they find them. 


FORUM 2 


Forum 2 on “An _ International Health 
Year” was reported by Dr. J. E. Perkins. 
It was recommended that the International 
Health Year being proposed by W.H.O. be 
adopted for 1961. That each country partici- 
pate to the maximum extent it desires. That 
medical organizations participate to the full- 
est and that they be joined by the other life 
sciences. Support will also be required from 
all the other allied branches of the United 
Nations. Specific programs to be undertaken 
were mentioned and can be found in the com- 
plete report. It was suggested that the I1.H.-Y. 
be closed with a climatic congress to be held 
in the vicinity of the World Health Assembly. 


FORUM 3 


Forum 3 on “International Medical Re- 
search Cooperation’’ was reported by Dr. R. 
Keith Cannan of the National Academy of 
Sciences. His group gave enthusiastic support 
to the Hill-Fogarty bill for an Institute for 
International Medical Research in the struc- 
ture of the National Institutes of Health. 
Such an institute was believed capable of in- 
creasing world facilities and training in re- 
search. 


FORUM 4 


Forum 4, “Health and Economic Develop- 
ment” was reported by Mr. James E. Grant. 
He pointed out that health is required in un- 
derdeveloped countries to increase human re- 
sources. Improved health always produces an 
increased demand for education and other 
benefits. Eradication of diseases, such as ma- 
laria, open up for use large areas of the 
world largely unpopulated. The island of 
Ceylon is a good recent example. Priorities 
in eradication programs will be required and 
will be different in different areas. The 
health program must be coordinated with 
education, agriculture and industry to achieve 
maximum health benefit. The use of local 
counterpart funds for this program must be 
assessed carefully, since local inflation can 
be produced by unwise handling. As of 30 
June 1958 United States owned about 1 bil- 
lion dollars worth of “counterpart” funds. 


FORUM 5 


Forum 5 on “Programs and Problems” was 
reported by Dr. Ira V. Hiscock. He pointed 
out that personnel need a prolonged tour in 
the countries involved if their advice is to be 
useful. They need to know the language. We 
need balanced programs in training so that 
subprofessional types are available to assist 
professionally trained people. Funds are need- 
ed to pay teachers. 


FORUM 6 


Forum 6 on “Health and Population Dy- 
namics” was reported by Dr. M. C. Balfour. 
This group had the courage to point out the 
health threat of the “exploding” world pop- 
ulation. There are now 2 billion 700 million 
people. Many predict a population of 7 billion 
by the year 2000. This presents a problem not 
only of availability of food but of much re- 
duced per capita income. Study of this prob- 
lem was recommended in the hope that some 
acceptable measure for the control of popu- 
lations could be developed under W.H.O. 
sponsorship. 
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RECOM MENDATIONS 


After careful consideration of the three- 
day meeting I believe that the American 
Academy of Ophthalmology and Otolaryn- 
gology should do the following things: 


1. Develop its position on 
a. An International Health Year 
b. An Institute for International Medical 
Research within the National Institutes 
of Health. 


Its desire to participate in International 
Health Programs involving ophthalmology 
and otolaryngology. If participation is the 
course selected, then the mechanism where- 
by its contribution could be made should 
be determined. Bringing up the matter 
before the Pan-American Ophthalmological 
Society and other International Eye and 
ENT societies might be considered. 


If the Academy is not currently a sus- 
taining member of the National Citizens 
Committee for the World Health Organi- 
zation, some consideration should be given 
to the desirability of becoming such a 
member. 


When the opportunity presents itself, oph- 
thalmologists and otolaryngologists should 
probably be reminded of the fact that 
they are world citizens whether they like 
it or not and that they must assume the 
responsibilities of such citizenship. 


REPORT ON THE NATIONAL 
COMMITTEE FOR RESEARCH IN 
OPHTHALMOLOGY AND BLINDNESS 


BERNARD Becker, M.D. 
A. Epwarp MAUMENEE, M.D. 
Academy Representatives 


The National Committee for Research in 
Ophthalmology and Blindness was organized 
in 1956 at the suggestion of an ad hoc com- 
mittee appointed by the four national oph- 
thalmic societies. Its financial support has 
been derived from contributions from those 
societies and from a number of lay organi- 
zations participating in this field. The helpful 
assistance of the American Academy of 
Ophthalmology and Otolaryngology and the 
Association for Research in Ophthalmology 
in providing the initial organizational funds 
and support thereafter is gratefully acknowl- 
edged. 


The National Committee for Research in 
Ophthalmology and Blindness is currently 
operating in the following areas: 


1. As a forum for the exchange of infor- 
mation between medical and lay groups. 


2. As a personnel exchange for professional 
and technical personnel in ophthalmology. 


3. In providing information concerning the 
source of support for research in ophthal- 
mology and blindness. At the annual meeting 
on June 2, 1959, approval was granted for 
preparation of a brochure for wide distribu- 
tion of this information and defining the 
areas in which research in ophthalmology and 
blindness may prove profitable. It is antici- 
pated that this will be couched in very gen- 
eral terms, indicating the general areas and 
needs for research. It is hoped that this will 
be particularly valuable in defining to laymen 
and lay groups what may be anticipated by 
devoting their resources to ophthalmology. 


4. Acting as consultant to various local, 
state and federal organizations and lay per- 
sons in questions concerning ophthalmic re- 
search. A number of lay organizations chan- 
nel inquiries concerning aspects of medical 
research and ophthalmology to the Committee. 


The chief value of the Committee thus far 
appears to be in bringing lay and medical 
groups together with ethical sponsorship and 
providing lay organizations with evidence 
that organized medicine is interested in their 
activities and in the support of research. 


The representatives of the American Acad- 
emy of Ophthalmology and Otolaryngology 
to this committee have attended all meetings 
of the committee. It is requested that the 
American Academy of Ophthalmology and 
Otolaryngology continue to be represented on 
the committee and that the sum of $500 be 
appropriated to the support of the committee. 


REPORT ON THE NATIONAL 
CONGRESS OF PARENTS AND 
TEACHERS 


FRANK D. CosTreNBADER, M.D. 
Academy Representative 


Your representative has attended one na- 
tional meeting during the past year, on Jan- 
uary 10, 1959, in Chicago. At this meeting of 
the Advisory Committee on Health Super- 
vision, thirty-five representatives of all 
phases of health and education met to con- 
sider the Congress’ future program. It was 
the consensus of the meeting that the em- 
phasis in parent-teacher activity should be 
changed from the so-called “summer round- 
up,” which has been a major activity of the 
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Parent-Teacher Association for a number of 
years, to continuous health supervision, and 
this from birth through the school ages. 


In justification of this redirection, it was 
emphasized that the Congress of Parents and 
Teachers was interested in doing a continu- 
ing job of educating children and parents in 
health matters, and in aiding children to ob- 
tain continuous supervision by their own 
physician and dentist, the appropriate clinic, 
or the appropriate health officer, depending 
upon the social and financial status of the 
particular child. 


While the discussion was not immediately 
applicable to ophthalmology or otolaryngolo- 
gy, |, as your representative, felt that in 
principle this change in emphasis was good, 
and supported it. 


REPORT ON U. S. DEPARTMENT OF 
HEALTH, EDUCATION AND 
WELFARE: SECRETARY’S MEETING 
WITH REPRESENTATIVES OF 
NATIONAL ORGANIZATIONS 


Vicror A. Byrnes, M.D. 
Academy Representative 


As the representative of the American 
Academy of Ophthalmology and Otolaryn- 
gology, at your invitation I attended a meet- 
ing at the Department of Health, Education 
and Welfare here in Washington on 10 De- 
cember 1958. This was the meeting of which 
Secretary Flemming advised you and to which 
representatives of national health organiza- 
tions had been invited. It was the second such 
meeting in a series of three. 


The primary purposes of this series of 
meetings was to elicit views and comments in 
three general areas: 


1. To help HEW identify health problems 


and areas of unmet needs; 


To recommend what actions HEW might 
take to meet these needs; 


To explore the best possible ways in 
which National Organizations and HEW 
can work together to fill these needs. 


Attached hereto are the meeting agenda, 
the list of participating personnel and the list 
of participating organizations. 


After the initial remarks by Secretary 
Flemming, Dr. Burney and Dr. Bain, we ad- 
journed to three informal discussion groups. 


We reconvened as a single group in the after- 
noon for the final reports by the chairmen of 
three individual groups. 


Secretary Flemming assured the group that 
the Department would “react” to every sug- 
gestion. None would be ignored. After listen- 
ing to some of them, they could perhaps be 
ignored without great loss to the country. 


In our discussion group much time was de- 
voted to discussion of the coming acute physi- 
cian shortage. The requirement for new medi- 
cal schools received some comment. Much 
more comment was devoted to the decreasing 
popularity of medicine as a career, reasons 
for it and suggested remedies: popularizing 
the Federal Student Loan Program, student 
summer fellowships for premedical students, 
devotion of more attention to outstanding 
students in high school and early college. My 
only comment of the meeting was given at 
this point. It concerns the deplorable attitude 
of many university professors in the liberal 
arts and social sciences field toward the medi- 
cal profession. The remarks being made in 
the premedical college period by many in- 
structors will dissuade all but a hardy and 
determined student from electing a medical 
career. I feel that the medical profession has 
a very badly neglected public relations prob- 
lem in this and many other areas. The prac- 
tice of medicine will suffer even more if the 
present neglect is not corrected. 


Another item which was discussed at length 
is the difficulty of research people in finding 
out “who is doing what” in their chosen 
fields. No solution was offered but attention 
was invited to the biosciences information ex- 
change operated by the National Science 
Foundation. This latter covers all research 
(except classified research) being performed 
under various research grants. 


The various voluntary health organizations 
were voluble on points which they believed 
had an effect on their organizations. Notable 
in this respect were members of the National 
Medical Association who were concerned 
about certain educational problems in some 
states, the National Council on Alcoholism, 
the United Epilepsy Association and National 
Cystic Fibrosis Research Foundation. 


The effect of the research grants program 
on the medical education picture was again 
discussed by several individuals. This is, as 
you know, an extremely important problem 
in the country at this time. 


When the study 
above-mentioned 


groups 
points 


reconvened, the 
were mentioned by 
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Dr. Hiscock, the group chairman, In addition 
he pointed out the lack of adequate data on 
the incidence of various diseases and disa- 
bilities in this country. The National Health 
Survey will help to correct this condition 
however. He also emphasized the short sup- 
ply of good medical teaching talent and the 
possible use of T.V. and other teaching me- 
dia to stimulate more interest in medicine as 
a career. 


Miss Olson, the leader of Group II, made 
many of the same points and especially empha- 
sized the requirement for better science teach- 
ers and materials at all levels of education. 
She pointed out that the President has di- 
rected the National Science Foundation to set 
up a National Science Dissemination Service, 
as recommended by Dr. Killian. Information 
on this is available by writing Mr. Haggerty 
at the White House. 


The gap between what is known and what 
is applied was again stressed. Better utiliza- 
tion of the results of research is needed. 


Mr. Ryan reported for Group Ill. That 
group felt more research was needed on the 
antecedents and residual effects of disease on 
families, especially alcoholism and _ similar 
conditions. His group also believed more 
geriatric information is needed. 


Nutrition and toxicity are still problems. 
The establishment of proper tolerance levels 
for such food contaminants as insecticides 
and coloring matters is required. 


Centralized information on the programs 
of the National Volunteer Health Organiza- 
tions is needed. 


People individually need more information 
on facilities available for health care in their 
local communities. 


He also emphasized other points made by 
previous speakers. 


There was some additional general discus- 
sion and closing remarks which produced no 
essential new or modified ideas. 
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American Academy of Ophthalmology and Otolaryngology 
Convention Attendance October 11-16, 1959 


MEMBERSHIP ORTHOPTIC 

STATE AS OF 1-15-59 FELLOWS GUESTS RESIDENTS CANDIDATES TECHNICIANS TOTAL 
Alabama 64 26 10 5 3 1 45 
Alaska 3 2 2 4 
Arizona 41 S 6 — 1 — 15 
Arkansas 28 10 6 — — l 17 
California 826 205 4] 7 4 i) 266 
Colorado Q2 40 11 5 — 3 59 
Connecticut 109 37 11 1 — 3 52 
Delaware 14 6 3 
Dist. of Columbia 94 36 12 5 4 57 
Florida 82 65 23 2 2 5 97 
Georgia 78 35 14 2 4 5 60 
Hawaii 20 4 3 _ _ 7 
Idaho 18 4 2 — — 6 
Illinois 386 304 250 123 14 Q 700 
Indiana 137 95 44 9 2 4 154 
Iowa 85 54 19 16 3 3 95 
Kansas 67 33 12 2 — 47 
Kentucky 73 +4 18 2 4 68 
Louisiana 89 42 12 7 3 " 64 
Maine 35 10 l - — l 12 
Maryland 87 41 21 10 5 3 RO 
Massachusetts 216 54 12 , 5 2 76 
Michigan 239 148 78 37 S 13 284 
Minnesota 141 77 17 9 2 3 108 
Mississippi 39 1] 6 2 —- ] 20 
Missouri 168 77 28 31 5 146 
Montana 20 9 — — l 14 
Nebraska 48 28 13 ] ] 44 
Nevada 13 ] _ — ] 
New Hampshire 18 8 2 l 1] 
New Jersey 223 78 18 4 5 2 107 
New Mexico 17 7 2 — _ — Q 
New York 928 280 77 34 8 19 418 
North Carolina 86 37 12 6 l l 57 
North Dakota 19 — l l 14 
Ohio 350 187 60) 20 4 11 282 
Oklahoma 47 18 5 2 1 l 27 
Oregon 73 26 7 - 2 35 
Pennsylvania 501 211 44 12 15 8 290 
Rhode Island 23 7 2 ] 2 - 12 
South Carolina 47 18 3 — 2 - 23 
South Dakota 12 / l — l _ 9 
Tennessee 100 54 11 7 3 3 78 
Texas 293 128 38 1] 2 7 186 
Utah 39 13 ] — -— — 14 
Vermont 12 4 ] — 5 
Virginia 95 38 10 6 l | 56 
Washington 99 37 12 — 2 — 51 
West Virginia 46 23 7 — l 31 
Wisconsin 120 73 26 & 3 8 118 
Wyoming 10 2 2 4 
'. S. Territories 20 s 3 l 2 — 14 
Canada 202 85 56 6 8 7 162 
Foreign 65 12 54 2 l 2 71 

TOTALS 6857 2876 1136 400 129 150 4691 
Ladies 1175 
Technical Exhibitors 790) 

GRAND TOTAL 6656 
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Index of Authors 


January 1959 through December 1959 


Armaly, Mansour F 


Berke, Raynold N 
Blodi, Frederick C 
Boyd, Harold M 
Braley, Alson E 
Braude, Abraham | 
Brintnall, Edgar S 
Bryan, Marian P 
Bryan, William T. K 


Callahan, Alston 
Campbell, Charles M 
Cleasby, Gilbert W 
Clerf, Louis H 
Cogan, David G 
Compere, Jr., Eugene. 
Crawford, John 


Diskan, Samuel M 


Evans, Titus C 
Everett, William G 


Farrior, J. Brown. 
Fonda, Gerald 
Forrest, Arnold W 
Fralick, F. Bruce 
Frank, Lawrence K 
Furstenberg, Albert C 


Garron, L. K 

Gibbons, Edward W 
Gostin, Seymour B 
Grandon, Eugene L 


Hamilton, William K 
Harley, Robison D 
Hawkins, Jr., Joseph E..... 
Herzon, E. M 

Hilding, Anderson C 
Holmes, Edgar M 

Hopp, Eugene S 

House, Howard P 

House, William F 

Hughes, William F 
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Index of Subjects 


January 1959 through December 1959 


Academy Program, The ( I-ditorial) 

Anemia, Papilledema Caused by lron-Deficiency 
Anesthetic Agent, Fallacies in Choice of 
Aniseikonia (XV Jackson Memorial Lecture ) 


Annual Meeting, Sixty-lourth 

Anterior Segment of the Cat’s Eye, Effect of Parasympathetic 
Stimulation on the 

Antibiotics and the Inner Ear 

Antigen, Mechanism of Action of a Bacterial 

Are We Good Teachers? (A Symposium ) 

Arthritis, Pathology of Cricoarytenoid 

Artificial Larynx, New 

Awards for Original Investigation in Otolaryngology 


Bacterial Antigen, Mechanism of Action of a 

Basic Concepts: Orientation (Symposium: Ocular Effects of lonizing 
Radiation and Radiotherapy ) 

Basic Course in Orthoptics to Be Continued 

eta Particles, Ocular Therapy with 

Biologic Effects of Radiation and a Discussion of Radiological Units 

Business Meeting, Annual 


Camera, Motion Picture ; Operating Microscope Observation Viewer and... . 
Cancer, Extensive Resection of the Trachea for 
Cancer of the Floor of the Mouth, Surgical Approaches to 
Cancer, Surgical Management of Oral 
Candidates (Sixty-Fourth Annual Meeting) 
Carcinoma of the Epiglottis, Surgical Treatment of by Lateral Pharyngotomy. 
Care of the Surgical Patient (A Symposium ) 
Cat’s Eye, Effect of Parasympathetic Stimulation on The Anterior 
Segment of the 
Cells in Nasal Secretions, Significance of Mast 
Chronic Ear Disease, The Indications for Surgical Management of 
Clinics in Mexico (Editorial) 
Clinics in Mexico City (Editorial) 
Committee Reports 
Convention Activities (Sixty-Fourth Annual Meeting) 
Correction of Nasal Skeletal Defects, The 
Council Minutes 
Cricoarytenoid Arthritis, Pathology of 
Cystinosis 
Cytologic Diagnosis in Otolaryngology 
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Deaf, Observations, Facts and Recommendations Derived from a 
Mental Health Project for the 

Deafness: Its Clinical Application, A Delayed Sidetone Test to 
Detect Unilateral Nonorganic 

Defects, The Correction of Nasal Skeletal 

Delayed Sidetone Test to Detect Unilateral Nonorganic Deafness: 
[ts Clinical Application 

Diagnosis in Otolaryngology, Cytologic 

Diagnostic Value of Flicker Perimetry in Chronic Simple G slaucoma. . 

Discussion (Symposium: Ocular Effects of lonizing Radiation 
and Radiotherapy) .. 

Discussion of Radiological Units, Biologic Effects of Radiation and a 

Dues, Annual (Editorial) 


Ear Disease, The Indications for Surgical Management of Chronic 

Early Lenticular Lesions Resulting from lonizing Radiation 

Effect of Parasympathetic Stimulation on the Anterior Segment of the Cat’s Eye 75 
Effects of Radiation and a Discussion of Radiological Units, Biologic 
lectroretinogram in Hereditary Visual Cell Degeneration, The 

Kmployment Registry for Scientists (Editorial) 

Kndogenous Intraocular Fungus Infection 

I-xtensive Resection of the Trachea for Cancer 


Factors in Reducing Ocular Tension Prior to Intraocular Surgery 

Fallacies in Choice of Anesthetic Agent 

Fenestration and Stapes Mobilization, Histopathologic Changes Following... 
Financial Report: Annual Audit, Calendar Year 1958 

lormation of the Asia-Pacific Academy of Ophthalmology, 

fungus Infection, kndogenous Intraocular 


Glaucoma, The Diagnostic Value of Flicker Perimetry in Chronic Simple... . 
Group Insurance Programs ( ditorial) 
Guarded Double-Bladed Scleral Resection Knife, ° 
Guide for the Evaluation of Hearing Impairment: Report of the Committee 
on Conservation of Hearing 


Helpful Hints for Local E.E.N.T. Secretaries. .............ccccccccccces 
Hereditary Visual Cell Degeneration, The Electroretinogram in 
Histopathological Changes Following Ienestration and Stapes Mobilization. . . 
Human Temporal Bone for Pathologic Study and for Anatomical 

Surgical Dissection, The Technique for Acquiring and 

Preparing the (Editorial) 


Important Message . . . A.A.O.O. Members’ Professional Liability 
Insurance Program 

Improved Nasal Specimen Collector, An 

Indications and Limitations of nage Coagulation of the Retina 
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Infections, Natural Resistance to, The Properdin System: 
In Memoriam 111, 241, 317 
Inner Ear, Antibiotics and the 
Instant Eye Muscle Balance Screening Test, An 
Insurance Program, An Important Message .. . 

International Association of Secretaries of Ophthalmological 

and Otolaryngological Societies. ee 112, 693, 
Intraocular Fungus Infection, 
Intraocular Surgery, Factors in Reducing Ocular Tension Prior to 
Introduction, Symposium: Are We Good Teachers’..................0050. 
Involvement of the Eyes in Periarteritis Nodosa 
Ionizing Radiation, Early Lenticular Lesions Resulting from 
Iris Melanoma, The Treatment of 


Lacrimal Gland, Tumors of the 

Laryngoscope Blade, A New 

Larynx, New Artificial 

Lenticular Lesions Resulting from Ionizing Radiation, Early 
Lesions of the Orbit and Ocular Adnexa, Radiotherapy a 
Lesions Resulting from Ionizing Radiation, Early Lenticular 
Letters to the Editor 

Liability Insurance Program, Members’ Professional 

Light Coagulation of the Retina, Indications and Limitations of 


Management of Chronic Ear Disease, The Indications for Surgical 

Management of Oral Cancer, Surgical 

Mast Cells in Nasal Secretions, Significance of 

Mechanism of Action of a Toxic Bacterial Antigen 

Melanoma, The Treatment of Iris 

Members’ Professional Liability Insurance Program 

Memoriam, In , dl7Z, 

Mental Health Project for the Deaf, Observations, Iacts and 
Recommendations Derived from A 

Mexico City, Clinics In (Editorial ) 

Mexico, Clinics In (Editorial) 

Middle Ear in 3-D, Surgical Pathology of 

Minutes of Annual Meeting, October 14, 1958, I.A.S. 0.0.8 - 

Motion Picture Camera, Operating Microscope Observation Viewer and... 

Mouth, Surgical Approaches to Cancer of the Floor of the 

Muscle Headlight, A 


Nasal Secretions, Significance of Mast Cells in 

Nasal Skeletal Defects, The Correction of 

Nasal Specimen Collector, An Improved 

Natural Resistance to Infections, The Properdin System: 


Necrology 
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New Artificial Larynx.......... 

New Instruments.................. 219, 

New Alryngoscope Biade, A 

Notices, Official (Sixty-Fourth Annual Meeting) 


Observations, Facts and Recommendations Derived from a Mental Health 
Project for the Deaf 
Ocular Adnexa, Radiotherapy of Lesions of the Orbit and 
Ocular Lesions, Radiotherapy by X-rays and Gamma Rays...............5. 455 
Ocular Tension Prior to Intraocular Surgery, Factors in Reducing 
Official Notices (Sixty-Fourth Annual Meeting) 
Operating Microscope Observation Viewer and Motion Picture Camera 
Optical Aids for Low Visual Acuity 
Oral Cancer, Surgical Management of 
Orbit and Ocular Adnexa, Radiotherapy of Lesions of the 
Otitis, The Pathogenesis of Acute External 
Otolaryngology, Cytologic Diagnosis in 


Papilledema Caused by lron-Deficiency Anemia 

Parasympathetic Stimulation on the Anterior Segment of the 
Cat’s Eye, Effect of 

Past Presidents 

Pathogenesis of Acute External Otitis, The 

Pathology of Cricoarytenoid Arthritis 

Periarteritis Nodosa, Involvement of the Eyes In 

Perimetry in Chronic Simple Glaucoma, The Diagnostic Value of 

Phacoanaphylactic Uveitis and a Report on the Pathologic Findings 
in Sympathizing Eyes, Sympathetic Uveitis as an Allergic Phenomenon 
with a Study of Its Association with 

Photo Audio Conditioning Machine for Very Young Children 

Pleoptics (Editorial) 

Postoperative Surgical Care 

Preoperative Evaluation of the Patient (Symposium : 
Care of the Surgical Patient ) 

President, Address of the 

Principles Used in the Development of Modern Temporal Bone Surgery 
(XIV Wherry Memorial Lecture ) 

Professional Liability Insurance Program, Members’ 

Program in Brief (Sixty-Fourth Annual Meeting) 


Radiation and a Discussion of Radiological Units, Biologic Effects of 
Radiotherapy Compared to Other Forms of Ocular Therapy 
Radiotherapy of Lesions of the Orbit and Ocular Adnexa 
Radiotherapy of Ocular Lesions by X-rays and Gamma Rays............... 455 
Report of the Committee on Conservation of Hearing, Guide for 

the Evaluation of Hearing Impairment 


Report on the Pathologic Findings in Sympathizing Eyes, Sympathetic 
Uveitis as an Allergic Phenomenon with a Study of Its Association 
with Phacoanaphylactic Uveitis and a 
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Resistance to Infections, Natural: The Properdin System 
Resolution Upon the Death of Moacyr E. Alvaro 

Retina, Indications and Limitations of Light Coagulation of the 
Retirement (Address of the Guest of Honor ) 


Science Knows No Frontiers (Address of the President ) 

Scientific Exhibits (Sixty-Fourth Annual Meeting) 

Scientific Sections (Sixty-Fourth Annual Meeting ) 

Scissors, Ball-Point [ye 

Screening Test, An Instant Eye Muscle Balance 

Secretaries, Helpful Hints for E.E.N.T 

Secretions, Significance of Mast Cells in Nasal 

Section on Instruction 

Significance of Mast Cells in Nasal 

Sixty-Fourth Annual Meeting 

Skeletal Defects, The Correction of Nasal 

Special Scientific Programs (Sixty-lourth Annual Meeting) 

Spirit of Brussels, The... 

Stapes Mobilization, Histopathologic Changes Following l'enestration and... . 

Summation for Ophthalmology (Symposium: Are We Good Teachers ¢ ) 

Summation for Otolaryngology (Symposium: Are We Good Teachers’). ... 

Surgical Anatomy, Physiology and the Three Main Operative Approaches 
(Symposum: Ptosis Complications ) 

Surgical Approaches to Cancer of the Floor of the Mouth 

Surgical Care, Postoperative 

Surgical Management of Chronic Ear Disease, The Indications for 

Surgical Management of Oral Cancer 

Surgical Pathology of the Middle Ear in 3-D 

Surgical Treatment of Carcinoma of the Epiglottis by Lateral Pharyngotomy. . 

Sympathetic Uveitis as an Allergic Phenomenon with a Study of Its 
Association with Phacoanaphylactic Uveitis and a Report on the 
Pathologic Findings in Sympathizing 

Symposium: Care of the Surgical Patient 

Symposium: Ocular Effects of Lonizing Radiation and Radiotherapy 

Symposium: Ptosis Complications 

System, The Properdin, Natural Resistance to Infection 


Technical Exhibitors (Sixty-lourth Annual Meeting ) 

Technique for Acquiring and Preparing the Human Temporal Bone for 
Pathologic Study and for Anatomical Surgical Dissection, The (Editorial) 684 

Temporal Bone Surgery, Principles Used in the Development of Modern 
(XTV Wherry Memorial Lecture ) 

Tension Prior to Intraocular Surgery, Factors in Reducing Ocular 

Test, An Instant Eye Muscle Balance Screening 

Therapy, Radiotherapy Compared to Other Forms of Ocular 

Therapy with Beta Particles, Ocular 

Toxic Bacterial Antigen, Mechanism of Action of a 

Trachea for Cancer, Extensive Resection of the 

Treatment of Iris Melanoma, The 

Tumors of the Lacrimal Gland 
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Uveitis Study (Editorial) 


Viewer and Motion Picture Camera, Operating Microscope Observation 
Visual Acuity, Optical Aids for Low 


What Are Teaching Tools and How Can They Be Used Effectively ? 
(Symposium: Are We Good Teachers ?) 

What Are the Factors in Effective Pedagogy ? 
(Symposium: Are We Good Teachers” ) 

What Is Involved in the Learning Process ¢ 
(Symposium: Are We Good Teachers ?) 

Wherry Memorial Lecture, XIV 


X-rays and Gamma Rays, Radiotherapy of Ocular Lesions by 


Zonule Stripper, A 
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News - - - Notes 


THE OPHTHALMOLOGICAL SOCIETY 
OF THE UNITED KINGDOM 


The Annual Congress of the Ophthal- 
mological Society of the United Kingdom 
will be held at the Royal Society of 
Medicine, 1 Wimpole Street, London, 
W.1, on March 31, April 1 and 2, 1960. 


The subject for discussion will be 
“The Problem of the Visually Defective 
Infant.”’ This will be opened by Mr. 
Frank W. Law and Dr. Ronald Mac- 
Keith. Members who wish to take part 
in the subsequent discussion are asked 
to intimate their intention before the 
opening of the Congress. It is emphasized 
that no member may speak for more 
than ten minutes. 


There will also be a symposium on 
“The Management of Hormonal Exoph- 
thalmos.’’ The speakers will be Mr. T. 
Keith Lyle, Mr. H. B. Stallard, Mr. Mur- 
ray Falconer and Dr. John Lister. 


SOCIETY OF MILITARY 
OPHTHALMOLOGISTS 


The Society of Military Ophthalmolo- 
gists awarded the certificate of Honorary 
Membership to Edward A. Maumenee, 
M.D., at its annual meeting in Chicago 
on October 13, 1959. This award is made 
periodically to an outstanding ophthal- 
mologist who has contributed to the ad- 
vance of military ophthalmology. 


WILLS EYE HOSPITAL 


The Twelfth Annual Clinical Confer- 
ence of the Staff and Society of Ex-Resi- 
dents of Wills Eye Hospital will be held 
on February 18, 19 and 20, 1960. There 
will be Clinical and Hospital Rounds 
held on Thursday morning, and special 
Surgical Clinics in the afternoon. On 
Thursday evening, February 18, a sci- 
entific meeting of the Ophthalmological 
Section of the Philadelphia College of 
Physicians will be preceded by dinner. 
Dr. Levon K. Garron of California will 
be the guest speaker. 


On Friday and Saturday, the scientific 


program will include individual presen- 
tations, color television of surgical pro- 


cedures, clinical, surgical and research 
subjects. The Arthur J. Bedell Lecture 
will be delivered on Saturday morning by 
Dr. Peter C. Kronfeld of Chicago. 


An informal reception will be held on 
Friday evening, February 19, for all 
those who attend. The Conference will 
be concluded by a dinner meeting of 
the Society of Ex-Residents on Saturday 
evening. 


NEW YORK EYE AND EAR 
INFIRMARY 


The Annual Spring Meeting of the 
Alumni Association of the New York Eye 
and Ear Infirmary will take place April 
4 to 7, 1960, at the Infirmary. 


The entire meeting will be oriented 
towards pediatric ophthalmology and 
otolaryngology. There will be a combined 
EENT symposium on nystagmus as a 
pediatric problem. 


In ophthalmology, symposiums will be 
offered on “Ocular Complications At- 
tending Infectious Diseases of Child- 
hood”: “Surgical Correction of Con- 
genital Deformities of Eye and Adnexa’’: 
“Glaucoma and Cataracts in Pediatrics’’: 
and ‘“‘Office Management of the Pediatric 
Eye Patient.”’ 


Symposiums to be offered in Otolaryn- 
gology will include ‘‘Diagnosis and Re- 
habilitation of Hearing Problems in Chil- 
dren’’ and “‘“‘Ankylosis of the Stapes.”’ 


In addition, courses will be given and 
there will be closed-circuit television 
demonstrations of surgical procedures in 
both ophthalmology and otolaryngology. 


Additional information may be ob- 
tained by writing to Dr. John R. Finlay, 
Secretary, Alumni Association, 218 Sec- 
ond Avenue, New York 3. 


THE AMERICAN SOCIETY OF 
FACIAL PLASTIC SURGERY 


The American Society of Facial Plas- 
tic Surgery will meet on December 39, 
1959, at the Hotel Elysee, 60 East 54th 
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Street, New York. The following pro- 
gram has been planned: 


“Plastic Surgical Management of 
Facial Lesions’’ by Bernard E. Simon, 
M.D. 

‘“Dermabrasion: A Reappraisal’ by 


Irwin I. Lubowe, M.D. 


POSTGRADUATE COURSES 


The Temple University School of Med- 
icine and Hospital is offering the follow- 
ing postgraduate courses to be given in 
1960: 


Postgraduate Course in Laryngology 
and Laryngeal Surgery April 4 to 15, 
and September 26 to October 7, 1960. 
Postgraduate Course in Bronchoesoph- 
agology, February 1 to 12, and No- 
vember 7 to 18, 1960. 


These courses are to be given in the 
Department of Laryngology and Broncho- 
esophagology, Temple University Medi- 
cal Center, under the direction of Drs. 
Chevalier L. Jackson and Charles M. 
Norris. 


The tuition fee for each course is 
$250. Application and information may 
be obtained by writing to Jackson-Re- 
search, Laboratory 604, Temple Univer- 
sity Medical School, 3400 North Broad 
Street, Philadelphia 40. 


POSTGRADUATE COURSES ON 
AMBLYOPIA 


Dr. Curt Cuppers of Giessen, Germany, 
will give an intensive course on ‘The 
Treatment of Amblyopia: Theory, In- 
strument Demonstration and Practical 
Application’’ from March 7 to March 18, 
1960. Attendance at this course will be 
limited to 20 ophthalmologists. Fee, 
$100.00. 


In addition, Dr. Cuppers will give a 
series of three lectures on ‘Introduction 
to the Therapy of Amblyopia by the Help 
of the After-Image Method’’ on March 
21 to 23, 1960. Fee, $25.00. 


For registration, please apply to Mrs. 
Tamar Weber, Registrar, Institute of 
New 
218 Sec- 


Ophthalmology of the Americas, 
York Eye and Ear Infirmary, 
ond Avenue, New York 3. 


TRANSACTIONS — NOVEMBER - DECEMBER, 1959 


SPRING POSTGRADUATE COURSES 


The Institute of Ophthalmology of the 
Americas, New York Eye and Ear In- 
firmary, has announced that the fol- 
lowing postgraduate courses will be of- 
fered in the Spring of 1960: 


1. Ophthalmic Plastic Surgery. Given 
under the direction of Drs. Wendell L. 
Hughes, J. Gordon Cole, Byron C. 
Smith, et al. April 25 to May 14, 1960. 
Limited to 8. Fee $250.00 


2. Histopathology of the Eye. Given 
under the direction of Drs. Bernard 
Roberts and Lawrence Samuels. April 25 
to 30, 1960. Limited to 15. Fee $100.00 


3. Practical Aspects of Perimetry. 
Given under the direction of Dr. Morti- 
mer Cholst. April 25 to 30, 1960. Lim- 
ited to 15. Fee $40.00 


4. Ocular Surgery. Includes Lacrimal 
Sac Surgery, Retinal Detachment, Cata- 
racts, Enucleation and _  Evisceration, 
Keratectomies and Keratoplasties, Anom- 
alies of Extraocular Muscles, including 


Ptosis, Glaucoma, and Orbitotomy. May 
16 to 21, 1960. Limited to 20. Fee 
$200.00 


For registration, please apply to Mrs. 
Tamar Weber, Registrar, Institute of 
Ophthalmology of the Americas, New 


York Eye and Ear Infirmary, 218 Second 
Avenue, New York 3. 


SCHOLARSHIPS 


The Delta Gamma Foundation is again 
offering Scholarships for training of 
orthoptic technicians, teachers and con- 
sultants for visually handicapped chil- 
dren. The deadline for applications 
is April 1, 1960. For further informa- 
tion, write Delta Gamma Central Office, 
1820 Northwest Boulevard, Columbus 
12, Ohio. 


UNIVERSITY OF CHICAGO 


Dr. Bertha A. Klien has been appoint- 
ed professor of ophthalmology in the de- 
partment of surgery of the University of 
Chicago School of Medicine. 
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Dr. Lowell T. Coggeshall, dean of the 
University of Chicago, Division of Bi- 
ological Sciences, announced the appoint- 
ment. 


Dr. Klien has been associate profes- 
sor of ophthalmology at the University 
since 1955. Previously, she was in pri- 
vate practice in Chicago and served as 
attending physician at Presbyterian Hos- 
pital. 


Born in Borgo, Austria, Dr. Klien re- 
ceived her degree as Doctor of Medicine 
in 1925 from the University of Vienna, 
and served her residency at the Eye 
Clinic of the University of Vienna. 


Dr. Klien is a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology and of Sigma Xi, honorary 
scientific society. She is one of the edi- 
tors of Ophthalmologica, a member of 
the editorial board of the American 
Journal of Ophthalmology, and an as- 
sociate editor of the American Medical 
Association Archives of Ophthalmology. 


NEWS NOTES 


XLI 


THE GILL MEMORIAL EYE, EAR AND 
THROAT HOSPITAL 
The Gill Memorial Eye, Ear and 
Throat Hospital announces its Thirty- 
Third Annual Spring Congress in Oph- 
thalmology and Otolaryngology, April 4 
through April 9, 1960. Guest speakers 
will include: Leonard Apt, M.D., Phila- 
delphia; William F. Barry, Jr., M.D., 
Durham, N. C.; Francis B. Catlin, M.D., 
Baltimore; James E. Crushore, M.D., De- 
troit; John F. Daly, M.D., New York; 
Edward A. Dunlap, M.D., New York; 
John A. Dyer, M.D., Rochester, Minn.; 
Ben S. Fine, M.D., Washington, D. C.; 
John R. Heller, M.D., Bethesda, Md.: 
John W. Henderson, M.D., Ann Arbor, 
Mich.; William H. Kaufman, M.D., and 
Alexander McCausland, M.D., Roanoke, 
Va.; P. Robb McDonald, M.D., Philadel- 
phia; Franklin B. McKechnie, M.D.: 
Richmond, Va.; Alton Ochsner, M.D., 
New Orleans; George E. Shambaugh, Jr., 
M.D., Chicago; Harvey E. Thorpe, M.D., 
Pittsburgh. For further’ information 
write to Superintendent, P. O. Box 1789, 
Roanoke, Va. 


ACTIONS, etc., at the prevailing rate of currency exchange. 


FOREIGN SUBSCRIPTIONS 


Some foreign members of the Academy as well as subscribers 
to the TRANSACTIONS are experiencing difficulty in remitting in 
American dollars. For their convenience the Academy will accept 
any legal foreign currency in payment of dues, fees for Home 


Study Courses, Teachers’ Manuals, Orthoptic Journals, TRANS- 
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POSITIONS 


POSITION AVAILABLE 


The East African Institute for Medical 
Research, East Africa High Commission, 
has an opening for an ophthalmologist 
for research in Nutritional Ophthalmolo- 
gy on an Ophthalmology Research Grant 
awarded by the U. S. Public Health 
Service. Salary open. Write Dr. D. S. Mc- 
Laren, P. O. Box 162, Mwanza, Tang- 
anyika, East Africa. 


MEDICAL AND SURGICAL CLINIC 

Practice for Sale. Physician engaged 
in practice of Ophthalmology and Oto- 
laryngology now deceased. Population of 
city, 50,000; large trade territory: oil, 
gas, farming, ranching, air base. Cards 
available. Introductions arranged. Mrs. 
G. W. Griswold, 215 W. Third Street, 
Roswell, New Mexico. 


PRACTICE FOR SALE 


Eye, Ear, Nose & Throat Practice for 
sale. Situated in Beverly Hills, Cali- 
fornia. Well established and fully 
equipped modern office. Exclusive loca- 
tion. Available immediately because of 
recent death of physician. Terms open. 
For information, write Mrs. Philip L. 
Romonek, 405 North Bedford, Beverly 
Hills, California. 


iain of positions available should be sent to 
W. Benedict, M.D., 15 Second Street S.W., 
Rochester, Minn., by the fifth of the month preceding 
publication. They " should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate 
resident, etc.); (2) type of position to be fil lied; ane 
(3) whom to write for further information. Unless 
otherwise requested, listings will be published only 
once, 

The Academy will handle no further correspondence 
beyond the listing and assume no _ responsibility. 
Neither does it endorse nor guarantee any of the 
mublished listings. 
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DIRECTORY OF OPHTHALMIC AND OTOLARYNGIC SOCIETIES 


Secretaries of Societies are requested to furnish the information necessary to make this lst 
complete and keep it up to date. Send to TRANSACTIONS, American Academy of Ophthalmology 


and Otolaryngology, 15 Second St. S.W., Rochester, Minn. 


CHAIRMAN: 


SECRETARY-TREASURER: Dr. Merrill J. King, Ivie Rd., Box 236, Cape Cottage Branch, Portland 9, Maine 


EXAMINING AND CERTIFYING BODIES 


AMERICAN BOARD OF OPHTHALMOLOGY 
Dr. Gordon M. Bruce 


OraL EXAMINATION: May 1960, San Francisco; October 1960, Chicago. 
Fina Date ror APPLICATION TO TAKE 1960 WritTEN EXAMINATION: July 1, 1959 
WRITTEN EXAMINATION: January 1960; various cities 


AMERICAN BOARD OF OTOLARYNGOLOGY 


Presipent: Dr. Gordon D. Hoople 

SECRETARY-TREASURER: Dr. Dean M. Lierle, University Hospitals, Iowa City 
FinaL Date FoR APPLICATION: 

Orat EXAMINATION: 


CHAIRMAN: 


AMERICAN BOARD OF PLASTIC SURGERY 
Dr. James T. Mills 


SECRETARY-TREASURER: Dr. Bradford Cannon, 330 Dartmouth St., Boston 16 
CORRESPONDING Secretary: Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8 
FINAL DATE FOR SUBMITTING CASE REPORTS: January 1, 1960 

Oral AND Written EXAMINATIONS: May 1960, Milwaukee 


PRESIDENT: 


THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
Dr. Robert M. Janes 


Honorary Secretary: Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont. 


INTERNATIONAL 


ASIA-PACIFIC ACADEMY OF OPHTHALMOLOGY 


PRESIDENT: Dr. Geminiano deOcampo 
Secretary-GENERAL: Dr. William John Holmes, 280 Young Hotel Bldg., Honolulu 13, Hawaii 


TIME AND 


Piace: October 10-13, 1960; Manila, Philippines 


EUROPEAN OPHTHALMOLOGICAL SOCIETY 


Presipent: Dr. J. P. Bailliart 7 
SECRETARY: Prot. Jules Francois, 15 Place de Smet de Naeyer, Ghent, Belgium oy 
Time AND Prace: April 1960; Athens, Greece 

INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLINDNESS R 
PRESIDENT: agg A. Franceschetti = 
SECRETARY: . P. Bailliart, 47 rue de Bellechasse, Paris (7e), France a 
AND December 1962 ; New Delhi 


PRESIDENT: 
SECRETARY: 


TIME AND 


PRESIDENT: 
SECRETARY: 


PRESIDENT: 


INTERNATIONAL ASSOCIATION OF SECRETARIES OF 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 
Dr. Roland H. Myers 
Dr. J. David Stratton, Doctors Bldg., Charlotte, N. C. 
Piace: October 11, 1960; Palmer House, Chicago 


INTERNATIONAL BRONCHOEFSOPHAGOLOGICAL SOCIETY 
Dr. Jo Ono 
Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40 


NTERNATIONAL COLLEGE OF SURGEONS, 
SECTION OF OPHTHALMOLOGY AND OTOLARYNGOL OGY 
Dr. Clarence H. Albaugh 


SecrETARY: Dr. Louis Savitt, 3403 Lawrence Ave., Chicago 25 
INTERNATIONAL FEDERATION OF OPHTHALMOLOGICAL SOCIETIES 
PRESIDENT: Sir Stewart Duke-Elder 
Secretary: Prof. Dr. Edward Hartmann, 2 ave. Ingres, Paris (16e), France : 
Time AND Prace: December 3 to 7, 1962; New Delhi : 
INTERNATIONAL ORGANIZATION AGAINST TRACHOMA = 
PRESIDENT: Prof. G. B. Bietti ay 


SECRETARY-GENERAL: Dr. Jean Sedan, 94 rue laa Marseille (B. du R.), France 
TIME AND PLACE: December 1962; New Delh 
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PAN-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 


PRESIDENT: Dr. Brittain F. Payne 
SECRETARY-TREASURER: Aad North of Panama: Dr. J. Wesley McKinney, 921 Exchange Bldg., Memphis 3, 


oy ‘South of Panama: on Balza, Azcuenaga 1059, Buenos Aires, Argentina 
Time anv Pace: January 31-February 7, 1960; Tamanaco Hotel, Caracas, Venezuela 


PAN-AMERICAN ASSOCIATION OF 
OTO-RHINO-LARYNGOLOGY AND BRONCHO-ESOPHAGOLOGY 
Presipent: Dr. Paul H. Holinger 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40 
Time AND Piace: March 14-17, 1960; Miami 


FOREIGN 


Argentina 
SOCIEDAD ARGENTINA DE OFTALMOLOGIA 
PRESIDENT: Dr. Paulina Satanowsky de Neumann 
Secretary: Dr. Atilio L. Norbis, Santa Fe 1171 Capital Federal 
Time anv Pace: Third Wednesday of each month; Santa Fé 1171, Buenos Aires 


SOCIEDAD de OFTALMOLOGIA de CORDOBA 
PRESIDENT: Sag Dr. Alberto Urrets Zavalia, Jr., Casilla Correo 301, Cordoba, Argentina 
SECRETARY: Claudio Juarez Beltran | 
SECRETARY- Dr. Luis Mitnik 
Mempersuip: Dr. Juan Remonda and Dr. Dante Yadarola 


Australia 
OPHTHALMOLOGICAL SOCIETY OF AUSTRALIA (B.M.A.) 
PRESIDENT: Dr. b L. R. Carter 
Secretary: Dr. Peter A. Rogers, 235 Macquarie St., Sydney 
Time anv Prace: November 9-13, 1959; Hobart, Tasmania 


Austria 
OSTERREICHISCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
Presipent: Prof. Dr. Karl Safar 


Secretary: Dr. Franz Schwab, I. Univ. Augenklinik, Spitalgasse 2, Wien 9 


OSTERREICHISCHE OTO-LARYNGOLOGISCHE GESELLSCHAFT 
PresipeEnT: Prof. Dr. Gustav Hofer 
Secretary: Doz. Dr. Friedrich Neuberger, I. Univ. Ohrenklinik, Alserstr. 4, Vienna 9 
Time: First Tuesday of October to June 


OPHTHALMOLOGISCHE GESELLSCHAFT IN WIEN 
PresipENT: Prof. Dr. K. Safar 
Secretary: Dr. H. Schenk, I. Univ. Augenklinik, Alserstr. 4, Vienna 
Time: Second Monday—June, October and December 


Belgium 

SOCIETE BELGE D’OPHTALMOLOGIE 
Secretary: Prof. Dr. M. Applemans, 179 Boulevard Ruelens, Louvain 
Time anvD Pace: Last Sunday of February, June, and November; Brussels 


Brazil 
SOCIEDADE BRASILEIRA DE OFTALMOLOGIA 
Presipent: Dr. Pedro Moacyr de Aguiar 


Secretary-GeneraL: Dr. Carlos Heinrique Bessa, Av. Nilo Pecanha 32, Policlinica Geral de Rio de Janeiro 


CENTRO DE ESTUDOS DE OFTALMOLOGIA 
Presipent: Dr. Rubens Belfort 
Secretary: Dr. Renato de Toledo, R. Condessa de S. Joaquim 288, Sao Paulo 
TiME AND Ptrace: Every Tusedar: R . Condessa de S. Joaquim 288, Sao Paulo 


SOCIEDADE DE OF E 


RIO GRANDE DO SI 
PresipENT: Dr. Paulo Fernando 
Secretary: Dr. Carlos Buede, Galeria Chaves, Porto Alegre, Rio Grande do Sul 
Time AND Prace: Third Wednesday of each month; Porto Alegre, Rio Grande do Sul 


Canada 
ARADIAR MEDICAL ASSOCIATION, SECTION OF OPHTHALMOLOGY 
CHAIRMAN: Dr. Edward F. Fo 

Secretary: Dr. Robert W. 305 Northgate Bldg., Edmonton, Alta. 


CANADIAN OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Dr. > Lloyd Morgan 
Secretary: Dr. R. G. C. Kelly, 90 St. Clair Ave. W., Toronto, Ont. 


CANADIAN OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Dr. Gordon H. Francis 
Secretary: Dr. Donald M. MacRae, 324 Spring Garden Rd., palitex, N. S. 
AND Pace: June 10-12, 1960; Jasper National Park, ‘Alta. 


THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
PresipENT: Dr. John Scott 
Secretary: Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont. 


AND OTOLARYNGOLOGICAL SOCIETY OF ALBERTA 
Presipent: Dr. T. C. Wilson 
Secretary: Dr. M. R. Marshall, North Pavilion, University Hospital, Edmonton, Alta. 
Time anv Prace: April 1960; Calgary, Alta. 


NOVA SCOTIA SOCIETY OF OPHTHALMOLOGY AND OTOLA* YNGOLOGY 
Presipent: Dr. L. F. Doiron 
Secretary: Dr. C. F. Keays, 324 Spring Garden Rd., Halifax, N. S. 


| 
: | 
| 
weg 
| 
| 
nig 
| 
| 
| 
| 
ine 
sage 
| 
| 
2 
are 
| 
y 
; 
| 
| 
| 
: 
| 
| 
| 
| 
| 
| 
ES? | 
| 
| 
| 
| 
i 
h 
| 


DIRECTORY OF SOCIETIES XLV 


THE raat a MEDICO-CHIRURGICAL SOCIETY, SECTION ON OTOLARYNGOLOGY 
PRESIDENT: H. E. McHugh 


SECRETARY: Dr Paul Ittkin, 600 Medical Arts Bldg., Montreal 25, Que 
Time AND Pace: November, January, February and April; Hospitals 


MONTREAL OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. R. Cloutier 
Secretary: Dr. Bruce Ramsey, 1414 rue Drummond, Montreal, Que. 


TORONTO ACADEMY OF MEDICINE, SECTION OF OPHTHALMOLOGY 
PreEsipENT: Dr. Lois A. Lloyd 
Secretary: Dr. John W. Hiltz, 741 Bayview Ave., Toronto, Ont. 


Chile 

SOCIEDAD CHILENA DE OFTALMOLOGIA 
PRESIDENT: Dr. Cristébal Espildora-Luque 
Secretary: Dr. José Espildora-Couso, Agustinas 715, Santiago 


Colombia 
SOCIEDAD COLOMBIANA DE OFTALMOLOGIA Y OTO-RINO-LARINGOLOGIA 
PRESIDENT: Dr. Francisco Vernaza 
Secretary: Dr. Alberto Jimeno, Carrera 6, No. 35-38, Bogota 
Time AND Ptrace: Monthly; Bogota 


Cuba 

SOCIEDAD CUBANA DE OFTALMOLOGIA 
PresipENT: Dr. Rafaei Labrador Ruiz 
Secretary: Dr. Guillermo de la Torre, Calle G No. 506 Vedado, Havana 
Time AND Prace: First Thursday bimonthly; Malecon 61 Bajos, Havana 


Denmark 
DET OFTALMOLOGISKE SELSKAB I KOBENHAVN 
PresipEnt: Dr. Henning Skydsgaare 
SEcrRETARY: Dr. Poul M. Moller, University Eye Clinic, Copenhagen 
Time: April 1960 


Egypt 

OPHTHALMOLOGICAL SOCIETY OF EGYPT 
PresipENT: Dr. Ibrahim Ahmed Abboud 
Secretary: Dr. Sabri Kamel, 44 Opera Sq., Cairo 


France 
SOCIETE FRANCAISE D’OPHTALMOLOGIF 
PreEsIpENT: Prof. Guy Offret 


Secretary: Dr. Gabriel Lombard, 27 rue du Faubourg, St. Jace ues, Paris 
TimME AND Prace: Maison de la Chimie, 28 rue Saint Dominique, Paris 


Germany 

DEUTSCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
PrEsiIpDENT: Prof. Karl vom Hofe 
SECRETARY: Prof. Karl vom Hofe, Univ. Augenklinik, K6ln 


Great Britain 

BRITISH ASSOCIATION OF OTOLARYNGOLOGISTS 
Prestpent: Mr. C. Gill-Carey 
SEcRETARY: Mr. Myles L. conte, 47 Lincoln’s Inn Fields, London, W. C. 


FACULTY OF OPHTHALMOLOGISTS 
PreEsipentT: Mr. E. G. Mackie 
Secretary: Mr. E. F. King, 47 Lincoln’s Inn Fields, London W. C. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED KINGDOM 
PRESIDENT: Mr. R. C. Dagonpert 
SECRETARIES: + a E. & Glover, 47 Lincoln’s Inn Fields, London, W. C. 2 
Mr. 


. Fison, 47 Lincoln’s Inn Fields, London, W. C. 2 
OXFORD OPHTHALMOLOGICAL CONGRESS 
Master: Mr. O. M. Duthie 


SECRETARY-TREASURER: Mr. Ian C. Fraser, 21 Dogpole, Shrewsbury, Shropshire 
TIME AND Prace: July 11-13, 1960; University Laboratory of Physiology, South Parks Rd., Oxford 


THE ROYAL SOCIETY OF MEDICINE, SECTION OF OPHTHALMOLOGY 
PresipENT: Mr. J. R. Wheeler 
Secretaries: Mr. D. P. Greaves, 56 Wimpole St., London, W. 1 
Mr. J. H. Dobree, 116 Wood St., Barnet, Herts. 
TIME aa Pg Second Thursday, October through December, February through June; 1 Wimpole St., 
andon, W. 1. 


THE ROYAL SOCIETY OF MEDICINE, SECTION OF OTOLOGY 
PresipENT: Mr. Terence Cawthorne 
Secretaries: Mr. R. Hunt Williams, 36 Shinfield Rd., Reading 
Mr. William McKenzie, 76 Harley St., London, W. 1. 
TIME a ak va First Friday, November through June, except January and April; 1 Wimpole St., London, 


THE ROYAL SOCIETY OF MEDICINE, SECTION OF LARYNGOLOGY 
Presipent: Mr. R. L. Flett 
SECRETARIES: Mr. ?. Ranger, 62 Wimpole St., London, W. 1. 
Mr. B. Thorbun, 160 Whitegate Dr., Blackpool 
Time mam First Friday, November through June, except January and April; 1 Wimpole St., London, 
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MIDLAND OPHTHALMOLOGICAL SOCIETY 

Presipent: Mr. I. 
SECRETARIES: } oper-Hall, Birmingham and Midland Eye Hospital, Church St., Birmingham 3 
W. Martin Walker, Birmingham and Midland Eye Hospital, Church St., Birmingham 4% 

TIME AND Piacs: November 6, 1959, Coventry and Warwickshire Hospital, Stoney St: anton Rd., Coventry 


SCOTTISH OPHTHALMOLOGICAL CLUB 


Presipent: Dr. J. 

Secretaries: Dr. C. R. Jackson, 1 Melville St., Edinburgh 3 
Dr. 5. 21 Eastcote Ave., Glasgow, W. 4 

Time aNnp Prace: March 26, 1960, Edinburgh Royal Infirmary 


SOUTHERN OPHTHALMOLOGICAL SOCIETY 
Presipent: Mr. L. B. Hartley 
Secretary: Mr. Nigel Cridland, 25 Craneswater Park, Southsea, Portsmouth 


India 
ALL-INDIA OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Dr. Tulsidas 


Secretary: Dr. Y. K. C. Pandit, Bombay Mutual Bldg., Fort, Bombay 1 
Time anp Prace: First week of February, 1960; Agra 


OPHTHALMOLOGICAL SOCIETY OF BENGAL 
PresipENT: Major H. K. Indra 
SECRETARIES: Dr. A. K. Sen and Dr. A. N. Basu, 3 Lakeview Rd., Bengal 
Prace: The Eye Infirmary, Calcutta Medical College, West Bengal 


BOMBAY OPHTHALMOLOGICAL ASSOCIATION 
PRESIDENT: Dr. S. N. Cooper 
Secretary: Dr. A. M. Gokhale, A-4 Sahakar Nivas, Off Gokhale Road South, Bombay 28, India 
Time AND Pace: 7:30 p.m., Third Wednesday of each month; various hospitals 


Ireland 
IRISH OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. B. Lynn 


Secretary: Dr. T. F. Roche, 25 Fitzwilliam Pl., Dublin 
Time aNnp- Piace: May 5-7, 1960, Dublin 


The Netherlands 
NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 


PRESIDENT: Prof. Dr. M. C. Colenbrander 
Secretary: Dr. P. G. Binkhorst, Sweelincklaan 20, Bilthoven 


New Zealand 

THE OPHTHALMOLOGICAL SOCIETY OF NEW ZEALAND 
PresipENT: Dr. C. Pittar 
Secretary: Dr. C. C. Ring, 1A Alfred St., Auckland, C. 1 


Norway 

NORSK OFTALMOLOGISK FORENING 
PresipENT: Dr. Einar Trum 
Secretary: Dr. Hans Peter Tne Rikshospitalets Oyeavdeling, Oslo 
Time anv Pace: Four times a year; Rikshospitalets Oyeavdeling, Oslo 


Pakistan 


OPHTHALMOLOGICAL SOCIETY OF PAKISTAN 
Presipent: Lt. Gen. W. A. Burki 
Secretary: Dr. Raja Mumtaz, 70 Nedous Hotel, Lahore 


Paraguay 
SOCIETY OF OPHTHALMOLOGY OF PARAGUAY 
Presipent: Dr. Honorio 
SECRETARY: Emilio Gonzales Gini, Estados Unidos 183 Asuncién, Paraguay 
TIME AND PLAce: Monthly; Circulo Paraguayo de Medicos, Asuncién 


Portugal 


SOCIEDADE PORTUGUESA DE 
OTORRINOLARINGOLOGIA E DE BRONCO-ESOFAGOLOGIA 


PRESIDENT: Dr. Alberto Luis de Mendonca 
SecretTariEs: Dr. Antonio da Costa Quinta, Av. da Liberdade 65, Lisbon 1 
Dr. Albano Coelho, Av. da Liberdade 65, Lisbon 1 


Spain 
SOCIEDAD OFTALMOLOGICA HISPANO-AMERICANA 


PresipENT: Prof. Dr. José Pérez-Llorca 
Secretary: Dr. Carlos Costi Garcia de Tufiédn, Montalban 7, Madrid 
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Sweden 


ENSKA OGONLAKAREFORENINGEN, 
SVENSKA LARARESALLSRAPETS SEKTION FOR OFTALMOLOGI 
PRESIDENT: Prof. Dr. G. Kar 
Secretary: Dr. Ilmari Rendahl, Karolinska sjukhuset, Stockholm 60 


Union of South Africa 
THE OPHTHALMOLOGICAL SOCIETY OF SOUTH AFRICA 


PRESIDENT: Dr. J. Graham Scott 
Secretary: Dr. E. T. Meyer, 220 Lister Bldg., Jeppe St., Johannesburg 


Venezuela 
SOCIEDAD VENEZOLANA DE OTORINOLARINGOLOGIA 7 

Presipent: Dr. Alfredo Celis Pérez 79 
Secretary: Dr. Jesus Miralles, Centro Médico, Caracas nf 
NATIONAL : 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: — H. Dunnington, M.D. : 
EXECUTIVE SECRETARY-TREASURER: William L. Benedict, M.D., 15 Second St. S.W., Rochester, Minn. 2 
TIME AND Pace: October 9-14, 1960; Palmer House, Chicago 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION 
PRESIDENT: Verling K. Hart, M.D. ae 
SECRETARY: F. Johnson Putney, M.D., 1712 Locust St., Philadelphia 3, Pa. oP 
Time AND Ptace: March 15-16, 1960; Deauville Hotel, Miami Beach € 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
PRESIDENT: W. J. McNally, M.D. 
SECRETARY: Lyman G. Richards, M.D., 12 Clovelly Road, Wellesley Hills 81, Mass. 
Time AND Prace: March 1960; Deauville Hotel, Miami Beach 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, ING 
PRESIDENT: Theodore E. Walsh, M.D. 
Secretary: C. Stewart Nash, M. D., 708 Medical Arts Bldg., Rochester 7, N. Y. 
TiME AND Ptace: March 15-17, 1960; Miami Beach 


EASTERN SECTION 


PRESIDENT: Joseph Goldman, M.D. 
SecrReETARY: David W. Brewer, M.D., 1100 Genesee St., Syracuse, N. Y. 


MIDDLE SECTION 
PRESIDENT: George E. Shambaugh, Ir., M.D. 
SecrETaRY: Marlow W. Manion, M.D., 601 Hume Mansur Bidg., Indianapolis 4 
Time Prace: January 1960; Chicago 


SOUTHERN SECTION 
Secretary: James A. Harrill, M.D., Bowman Gray School of Medicine, Winston-Salem, N. C. 


WESTERN SECTION 


Presipent: Rex L. Murphy, M.D. 
Secretary: Francis A. Sooy, M.D., 490 Post St., San Francisco ie 
Time AND Pace: January 22-23, 1960; Brown Palace Hotel, Denver a 
AMERICAN MEDIC AL, ASSOCIATION, SECTION ON LARYNGOLOGY, | 
ITOLOGY AND RHINOLOGY 
CHAIRMAN: Paul H. Holinger, M.D. ; 
Secretary: Walter E. Heck, M.D., Stanford Hospital, San Francisco 15 i 
TimME AND Prace: June 13-17, 1960; Miami Beach - 
AMERICAN MEDICAL ASSOCIATION, SECTION ON OPHTHALMOLOGY a 
CHAIRMAN: Harold G. Scheie, M.D. : 
Secretary: Henry F. Allen, M.D., 200 Beacon St., Boston 
Time AND Prace: June 13-17, 1960; Miami Beach = 
AMERICAN OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Algernon b. Reese, M.D. 
SECRETARY-TREASURER: Maynard C. Wheeler, M.D.. 30 W. 59th St.. New York 19 
Time AND Prace: May 16-18, 1960; Broadmoor Hotel, Colorado Springs | 
AMERICAN OTOLOGICAL SOCIETY, INC. = 
PRESIDENT: Robert C. Martin, M.D. 
SECRETARY-TREASURER: Lawrence R. Boies, M. D., University Hospital, Minneapolis 
Time anp Pace: March 13-14, 1960; The Deauville, Miami Beach Ps 


THE AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SURGERY, ING 
PRESIDENT: Raymond S. Rosedale, M.D. 
SECRETARY: Joseph G. Gilbert, M.D., 75 Barberry Lane, Roslyn Heights, N. Y. 
TimMF AND Prace: March 6-13, 1960, Deauville Hotel, Miami Beach 
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AMERICAN SOCIETY OF FACIAL PLASTIC SURGERY 
RESIDENT: Oscar J. Becker, M.D. 
SECRETARY: Samuel M. Bloom, M.D., 123 E. 83rd St., New York 28 


AMERICAN SOCIETY AND OTOLARYNGOLOGIC ALLERGY 
PRESIDENT: Michael H. Barone, ) 


Secretary: Daniel S. De Stio, M. >” 1006 Highland Bldg., Pittsburgh 6 
Time anD Pace: October 9- 14, 1960; Palmer House, Chicago 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INC. 
CuatrRMAN: Hunter H. Romaine, M.D. 
SECRETARY-TREASURER: Lorand V. Johnson, M.D., 10515 Carnegie Ave., Cleveland 6 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS 
Presipent: Ira V. Hiscock, Sc.D. 
Executive Director: John W. Ferree, M.D. 
Secretary: Regina E. Schneider, 1790 Broadway, New York 19 
Time anv Prace: March 30-April 1, 1960; Brown Palace Hotel, Denver 


OTOSCLEROSIS STUDY GROUP 
PRESIDENT: E. H. Campbell, M.D. 
SEcRETARY: Raymond Jordan, M.D., 121 University Place, Pittsburgh 
Time AND Prace: October 9-14, 1960; Palmer House, Chicago 


PUERTO RICAN MEDICAL ASSOCIATION 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipENT: Antonio Rullan, M.D. 
Secretary: Ophthalmology: Carlos J. Margarida, M.D., Box 9111, Santurce 
Otolaryngology: Lorenzo Arsuaga, M. D., Box 9111, Santurce 


PUERTO RICAN OPHTHALMOLOGICAL SOCIETY 
PrEsIDENT: José Fiol Bigas, M.D. 
Secretary: Guillermo Picé, M.D., 1475 Wilson Ave., Santurce 
Time AND Pace: Bimonthly; Puerto Rican Medical Association Bldg. 


SOCIETY OF MILITARY OPHTHALMOLOGISTS 
PresipENT: Aubrey Jennings, M.D. 
SECRETARY: Gt. on W. Longfellow, MC, USA, Armed Forces Institute of Pathology, WRAMC, Washineton 


SOCIETY OF — OTOLARYNGOLOGISTS 
PresipEnT: Lt. Col. Stanley H. Bear, USA 
SECRETARY-TREASURER: Capt. Maurice Schiff, MC, USN, U. S. Naval Hospital, Oakland, Calif. 


REGIONAL 
ARK-LA-TEX OTO-OPHTHALMIC SOCIETY 


PRESIDENT: Jack W. Pou, M.D. 
Secretary: Richard Gibson, M.D., Doctors Bldg., Margaret Place, Shreveport, 


La 
Time aNpD Prace: 7:00 p.m., First Monday of each month, September through Tone: Confederate Memorial 


Hospital, Shreveport, La. 


INTER-MOUNTAIN OTO-OPHTHALMOLOGICAL SOCIETY 


PRESIDENT: Wilson Hales, M.D. 
Szcretary: Don B. McAffee, M.D., 508 E. South Temple, Salt Lake City 
Time AND Ptrace: 7:00 p.m., Third Monday of each month; University Club, Salt Lake City 


OUISIANA-MISSISSIPP 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGIC AL SOCIETY 
PRESIDENT: Lucian W. Alexander, M.D. 
Secretary: Edley H. Jones, M.D., 1301 Washington St., Vicksburg, Miss. 
Time AND Piace: April 8-9, 1960; Edgewater Gulf Hotel, Edgewater Park, Miss. 


NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 


PresipENT: Brendan D. Leahey, M.D. 
Secretary: Warren D. Haley, M. D., 78 Church St., Winchester, Mass. 


Time AND Pace: Third Wednesday, November through April; Massachusetts Eye and Ear Infirmary, 


Charles St., Boston 


NEW ENGLAND OTO-LARYNGOLOGICAL SOCIETY 
PresipEnT: John E. Whitworth, M.D. 
SECRETARY: Burton E. Lovesey, M.D., 15 W. Central St., Natick, Mass. 
Piace: Massachusetts Eye and Ear Infirmary, 243 Charles St., Boston 


PACIFIC COAST OTO-OPHTHALMOLOGICAL SOCIETY 


PresipENT: John F. Tolan, M.D. 
SecreTaRY: Homer E. Smith, M.D., 686 12th Ave., Salt Lake City 3 
IME AND Prace: May 22-26, 1960; Hotel St. Francis, San Francisco 
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SIOUX VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipENtT: W. P. Davey, M.D. 
Secretary: Verne R. Heimann, M.D., 501 Insurance Exchange Bldg., Sioux City, lowa 


THERN MEDICAL ASSOCIATION 
SECTION ON OPHTHALMOL OGY AND OTOLARYNGOLOGY 
CuairMan: G. S. Fitz~-Hugh 
SECRETARY: Mercer G. Lynch, ML D., 3503 Prytania St., New Orleans 15 
TimME AND Piace: November 16-19, 1959; Atlanta, Ga. 


WISCONSIN-UPPER MICHIGAN SOCIETY OF 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipENT: George Nadeau, M.D. 
Secretary: G. L. McCormick, M.D., 650 S. Central Ave., Marshfield, Wis. 


STATE AND LOCAL 
Alabama 
ALABAMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


PresipENT: Daniel S. Hagood, M.D. 
SECRETARY: Karl Benkwith, M. D.., 14 Catoma St., Montgomery 


THE BIRMINGHAM EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Each member in alphabetical order 


SECRETARY: Joseph M. Dixon, M.D., 2156 Hight: and Ave., Birmingham 5 
TiME AND Pace: Monthly; The Club 


Arizona 


PHOENIX OPHTHALMOLOGICAL SOCIETY 2 
PRESIDENT: Paul H. Case, M.D. 
Secretary: Sheldon Zinn, M.D., 15 E. Monroe, Phoenix 
Time AND Prace: 7:30 p.m., Second Thursday bimonthly, September through May; Westward Ho Hotel 


Arkansas 


ARKANSAS eng SOCIETY, EYE, EAR, NOSE AND THROAT SECTION 
PRESIDENT: Max McAllister, 
SECRETARY: Smith, 623 Woodlane, Little Rock 
Time AND Prace: April 1960; Pine Bluff 


California 


CALIFORNIA MEDICAL ASSOCIATION, EYE SECTION 
PRESIDENT: Tr., M.D. 
SECRETARY: ny I. McB ain, M.D., 1530 Fifth Ave., San Rafael 
Time AND Ptace: February 21-24, 1960; Ambassador Hotel, Los Angeles 


CALIFORNIA MEDICAL ASSOCIATION, EAR, NOSE AND THROAT SECTION 
PRESIDENT: Ewing Seligman, M. 

Secretary: H. W. Kohlmoos, M. D., 426 17th St., Oakland 

Time AND Ptace: February 22, 1960; Los Angeles 


ALTA CALIFORNIA OPHTHALMOLOGICAL SOCIETY 
PresipENtT: C. Richard Shannon, M.D. 
SEcRETARY: Robert E. Hopkins, M.D., 215 Medical-Dental Bldg., Stockton 


Time AND Prace: Third Thursday of each month, September through June; Sutter Club, Sacramento 


EAST BAY OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Owen Dickson, M.D 


SecrETARY: Stuart B. Stephens, M.D., 2241 Central Ave., Alameda 


LOS ANGELES OPHTHALMOLOGICAL JOURNAL CLUB : 
PrESIDENT: Charles J. Aucreman, M.D. 
Secretary: Arthur S. Gray, M. D., 301 N. Prairie Ave., Inglewood 


TIME AND Prace: 8:00 p.m., Second Monday of each month, September through June; Los Angeles County 
Medical Association Bldg., 1925 Wilshire Blvd., Los Angeles 


\ 

LOS ANGELES SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY e 

Presipent: Wendell C. Irvine, M.D. rol 

Secretary: Herschel H. Burston, M.D., 6333 Wilshire Blvd., Los Angeles 48 _ 

Time AND Piace: Ophthalmology, 6:00 p.m., First Thursday of each month; a 

Otolaryngology, 6:00 p.m., Fourth Monday of each mo nth: : 

Los Angeles County al Association Bldg., 1925. Wiils hire Blwd., Los Anveles 

PENINSULA EYE SOCIETY 7 

PRESIDENT: William J. Hornyak, M.D. 
SECRETARY: Loren W. Denny, M.D., 140 E. Poplar Ave., San Mateo 

Time: Third Thursd: ay evening of each month 


SAN DIEGO OPHTHALMOLOGICAL SOCIETY 
PresipDENT: John Power, M.D. 
Secretary: William A. Yancey, M.D., 233 A St., San Dieg 
Time AND Pace: 6:00 p.m., Second Monday of each month; “Daivessiee Club, San Diego 
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SAN FRANCISCO MEDICAL SOCIETY, EYE SECTION 


CuairMan: Bayard H. Colyear, Jr., M.D.; 490 Post St., San Francisco 
Time anv Pace: Quarterly; San Francisco County Medical Society Bldg. 


SAN FRANCISCO OPHTHALMOLOGICAL ROUND TABLE 


PRESIDENT: Jerome W. Bettman, M.D. 
SECRETARY: Albert J. Brinckerhoff, M.D., 490 Post St., San Francisco 2 


SANTA BARBARA OPHTHALMOLOGICAL SOCIETY 
PresipeNtT: A. George Hanson, M.D. 
SECRETARY: John M. Richards, M.D., 1921 State St., Santa Barbara 
Time AND Pace: 7:30 p.m., Third Thursday evening of each month, St. Francis Hospital Library 


TRI-COUNTY SOCIETY OF OPHTHALMOLOGY 
PresiveENT: Albert Biegel, M.D. 
Secretary: Gordon Witter, M.D., 2 W. Fern Ave., Redlands 


Colorado 
COLORADO OPHTHALMOLOGICAL SOCIETY 
PresipENtT: Gertrude S. Hausmann, M.D. 
SECRETARY: Max Kaplan, M.D., 216 Republic Bldg., Denver 2 
Time AND Pace: Third Saturday of each month, ‘September through May; University of Colorado Medical 
Center, 4200 E. Ninth Ave., Denver 


COLORADO OTOLARYNGOLOGICAL SOCTETY 
PRESIDENT: James Rigg, M.D. 
SECRETARY: Kemp Cooper, M.D., 2627 E, Denver 
Time anv Pace: First Saturday of each month; Denver County Medical Library 


Connecticut 


CONNECTICUT STATE MEDICAL SOCIETY, EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Clement C. Clarke, M.D. 
Secretary: John P. Simses, M.D., 144 Golden Hill St., Bridgeport 


District of Columbia 
MEDICAL SOCIETY OF THE — OF COLUMBIA, SECTION ON OPHTHALMOLOGY 
Presipent: Walter J. Romejko, 
SECRETARY-TREASURER: Paul E. Zehfuss, M.D., 1830 K St. N.W., Washington, D. C. 
Time AND Pace: February 9, 1960, April 4, 1960; Kennedy-W arren Hotel, Washington, D. C. 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, SECTION ON OTOLARYNGOLOGY 
PRESIDENT: Morris Krucoff, M.D. 
SecRETARY: Adrian Delaney, M.D., 121 N. Washington, Alexandria, Va. 
TiME AND P iace: 6:30 p.m., Second ‘tuesday of November, January, March and May; Army Navy Club 


Florida 
FLORIDA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: G. Dekle Taylor, ; 
SecrETarY: Joseph Taylor, Jr., } , One Davis Bldg., Tampa 
Time AND Prace: April 8-12, 1960; ’ Jacksonville 


GREATER MIAMI EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Mariano C. Caballero, M.D. 
SECRETARY-TREASURER: H. Carlton Howard, M.D., Suite 219, Plaza Bldg., 245 S. E. First St., Miami - 
TiMeE AND Prace: Quarterly; McAllister Hotel 


Georgia 
GEORGIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipentT: John Kirk Train, M.D. 
Secretary: Walter P. Rhyne, M.D., P. O. Box 206, Albany 
TimE AND Prace: March 24-26, 1960; General Oglethorpe Hotel, Savannah 


ATLANTA EYE, EAR, NOSE AND THROAT SOCIETY 
PresipeENt: Taylor Burgess, M.D. 
Secretary: J. Jack Stokes, M.D., 512 Medical Arts Bldg., Atlanta 
Time AND Prace: 7:30 p.m., Fourth Monday of each month; Fulton County Academy of Medicine 


Hawaii 


HAWAII EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENtT: Thomas Frissell, M.D. 
Secretary: W. T. Minatoyva, M. D., 1003 Pensacola St... Honolulu 
Time anv Prace: Third Thursday of each month; Pacific Club 


Illinois 

CENTRAL ILLINOIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: William Hubble, M.D. 
Secretary: Clarence A. Fleischli, M.D., 520 E. Allen St., Springfield 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY 
PRESIDENT: George H. Woodruff, M.D. 
Secretary: Robert Lewy, M.D., 25 E. Washington St., Chicago 2 
Time anv Pace: First Monday of each month, October through May; Furniture Club of America, 666 N. Lake 
Shore Dr., Chicago 
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CHICAGO OPHTHALMOLOGICAL SOCIETY 
PresipeNtT: Clifford P. Sullivan, M.D. 
Secretary: David Shoch, M.D., 700 North Michigan Ave., Chicago ; 
Time AND Prace: Third Monday of each month; Illini Union, 715 S. W - St., Chicago 


Indiana 

INDIANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: yor Flick, M.D. 
Secretary: |. Lawrence Sims, M.D., 3400 N. Meridian St., Indianapolis 


TIME AND Piace: May 4 and 5, 1960; Union Bldg., Purdue University, West Lafayette 


INDIANAPOLIS OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: John R. Swan, M.D. 
SECRETARY: Theodore R. LeMaster, M.D., 304 Hume Mansur Bldg., Indianapolis 
TIME ar. PLace: 6:30 p.m., Second Thursday of each month, November through May; Indianapolis Athletic 
‘lub 


lowa 

IOWA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Claire Kos, M.D. 
Secretary: Arthur C. Wise, M.D., 212 Savings and Loan Bldg., Iowa City 


DES MOINES ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PrestpENT: C. C. Jones, M.D. 
Secretary: C. C. Walker, M.D., 304 Bankers Trust Bldg., Des Moines 
Time AND Pace: Fourth Monday of each month; Des Moines Club 


Kansas 
ANSAS STATE MEDICAL SOCIET 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Victor R. Moorman, M.D. 
SecrETARY: James E. Bresette, M.D., 659 New Brotherhood Bldg., Kansas City 


Kentucky 

LOUISVILLE EYE AND EAR SOCIETY 
PRESIDENT: Thomas E. Booth, M.D. 
Secretary: Roderick MacDonald, Ir., M.D., Louisville General Hospital, Louisville 
Time Pace: Bimonthly; Provincial House 


Louisiana 

NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 
PRESIDENT: Ambrose H. Storck, M.D. 
SECRETARY: Mannie D. Paine, Tr... M.D., Room 103, 1430 Tulane Ave., New Orleans 
TimME AND Prace: March 7-10, 1960; New Orleans 


Maryland 
BALTIMORE CITY MEDICAL SOCIETY, OPHTHALMOLOGICAL SECTION 
PRESIDENT: J]. E. Brumback, Ir., M.D. 
Secretary: Roy O. Scholz, M.D., 11 E. Chase St., Baltimore 2 
TIME ane rn ack: Three times yearly; Medical and Chirurgical Faculty Building, 1211 Cathedral St., 
altimore 1 


BALTIMORE EAR, NOSE AND THROAT SOCIETY 
PrESIDENT: Arthur T. Ward, Jr., M.D. 

Secretary: Robert Z. Berry, M. D., Medical Arts Bldg., Baltimore 

TiME AND P Lace: Quarterly, October to May, University Club, Baltimore 


Massachusetts 
MASSACHUSETTS MEDICAL SOCIE 
SECTION OF OPHTHALMOLOGY AND STOLARYNGOLOGY 
CHAIRMAN: M. Stuart Strong, M.D 
Secretary: Robert E. Klotz, M.D., 243 Charles St., Boston 14 
Time AND Prace: May 1960; Hotel Statler, Boston 


BOSTON CITY HOSPITAL AURAL AND OPHTHALMIC ALUMNI SOCIETY 
PRESIDENT: Arthur J. Gorney, M.D. 
Secretary: Anthony Alba, M.D., 199 Bay State Rd., Boston 


Michigan 
MICHIGAN STATE MEDICAL SOCIETY. SECTION OF OPHTHALMOLOGY 


CHAIRMAN: Fleming A. Barbour, M.D. 
SECRETARY: Paul L. Cusick, M.D., 28 W. Adams Ave., Detroit 26 


MICHIGAN STATE MEDICAL SOCIETY, SECTION OF OTOLARYNGOLOGY 
PRESIDENT: Harold F. Schuknecht, M.D. 
Secretary: John E. Magielski, M.D., University Hospital, University of Michigan, Ann Arbor 


MICHIGAN TRIOLOGICAL SOCIETY 
PresipENtT: R. T. Blackhurst, M.D. 
Secretary: Roland L. Phillips, M.D., 403 Matthews Bldg., Owosso 
TIME AND Pace: Five times yearly; ‘Lansing or Marshall 
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DETROIT OPHTHALMOLOGICAL CLUB 
PRESIDENT: Members in rotation 
Secretary: John W. Henderson, M.D., Outpatient Bldg., University Hospital, Ann Arbor 
Time anv Piace: Second Tuesday of "November, December, February, and March; Wayne County Medical 
Society Bldg., Detroit 


DETROIT OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Wesley Reid, M.D. 
Secretary: Lester E. McCullough, M.D., 521 David Whitney Bldg., Detroit 26 
TIME Fourth Thursday of each month, through April; Wayne County Medical Society 
ldg. 


OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Donald S. 


d, M.D. 
Secretary: Ned I. Chalet “MLD. 212 David Whitney Bldg., Detroit 26 
Time and Prace: 7:00 p.m., Third Wednesday of each month; Wayne County Medical Society Bldg., Detroit 


SAGINAW VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Dr. Knap 
SECRETARY: Arno W. ss, 3521 State St., Saginaw | 
Time AND PLACE: Firet "endow of each month; High-Life Inn, Saginaw 


Minnesota 
MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Walter Lees Hoffman, M.D 
Secretary: John P. Wendland, M. D., 203 Doctors Bldg., Minneapolis 2 
Time AND Pace: Second Friday of each month; Minneapolis Club, Minneapolis and Minnesota Club, St. Paul 


Missouri 


KANSAS CITY SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Byron J. Ashley, M.D. 


Secretary: James T. Robison, Jr., M.D., 4620 C. Nichols Pkwy., Kansas City 1 


Time anv Prace: Third Thurs ay of each roll ig September to May; University of —_ Medical Center 


EAR, NOSE AND THROAT CLUB OF ST. LOUIS 
PresipENtT: Edward H. Lyman, M.D. 
Secretary: Daniel D. Klaff, ™._D.. 3720 Washington Blvd., St. Louis 8 
Time anvD Piace: Third Wednesday of January, March, May and November; University Club 


ST. LOUIS OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Edmund B. Alvis, M.D. 
Secretary: Lawrence T. Post, Jr., M.D., 100 N. Euclid, St. Louis 8 


Montana 


MONTANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Hanley Burton, M.D. 
Secretary: R. M. Morgan, M.D., 905 Helena Ave., Helena 
Time Pace: February 22, 1960, Bozeman 


Nebraska 
NEBRASKA — OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Robert Lovgren, M.I 


Secretary: George Alliband, M. >. 1020 Medical Arts Bldg., Omaha 
Time: May and September 


— EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Frank Lip 
Secretary: Richard M.D., 1421 Dodge St., Omaha 


Time AND Piace: Third Wednesday of January, March, May, Sestonber, and November; Omaha Club, 20th 
and Douglas, Omaha 


New Jersey 
ACADEMY OF MEDICINE OF NEW _ JERSEY, 
EYE, EAR, NOSE AND THROAT SECTION 
CHAIRMAN: Myron J. Shapiro, M. D. 
Secretary: H. L. Moskowitz, M.D., 1038 Clinton Ave., Irvington, N. J. 
TIME AND Pace: December 1959; Newark Eye and Ear Infirmary, Newark 


MEDICAL SOCIETY OF NEW JERSEY, SECTION ON OPHTHALMOLOGY 
Presipent: Jay E. Mishler, M.D. 
Secretary: Louis Amdur, M.D., 5 Exchange Place, Jersey City 2 
TimME AND Piace: May 14-18, 1960; Haddon Hall, Atlantic City 


NEW JERSEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Albert Moriconi, M.D. 
Secretary: John Scillieri, M.D., 660 Broadway, Paterson 


NEW JERSEY OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Louis Amdur, M.D. 
Secretary: Alfonse A. Cinotti, M.D., 3285 Hudson Blvd., Jersey City 
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NEW JERSEY SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Edgar P. Cardwell, M.D. 
Secretary: Albert F. Moriconi, M.D., 438 Hamilton Ave., Trenton 9 


HUDSON COUNTY EYE, EAR, NOSE AND THROAT SOCIETY 


PRESIDENT AND Secretary: Nathaniel J. Shapiro, M.D., 1201 Palisade Ave., Union ay J 
Time AND Pace: Second Monday of each month; Pete and Dominic Restaurant, Jersey City 


New Mexico 

NEW MEXICO OPHTHALMOLOGICAL SOCIETY 
Presipent: J. A. Dillahunt, M.D. 
SecRETARY: James T. McGuckin, M.D., 107 Girard Blvd. S. E., Albuquerque 


New York 
MEDICAL SOCIETY OF THE STATE OF NEW YORK, OTOLARYNGOLOGY SECTION 


CHAIRMAN: Samuel F. Kelley, M.D 
Secretary: Daniel C. Baker, Jr., Ni D., 903 Park Ave., New York 21 


NEW YORK ACADEMY OF MEDICINE, SECTION ON OPHTHALMOLOGY 
PRESIDENT: Harold W. Brown, M.D. 
SecRETARY: George N. Wise, M.D., 30 W. 59th St., New York ; 
TiME AND Prace: Third Monday of each month; Afternoon sessions at hospitals (2:30 p.m.), evening sessions 
at New York Academy, room 20 (8: 00 p.m.). 


NEW YORK ACADEMY OF MEDICINE, SECTION ON OTOLARYNGOLOGY 
PRESIDENT: Edmund P. Fowler, Jr., M.D. 
SECRETARY: Darrell G. Voorhees, 135 E. 65th St., New York 


TiME AND Pace: 8:30 p.m., Third Wednesday of each month; New York Academy of Medicine, 2 E. 103rd 
St., New York 29 


NEW YORK SOCIETY FOR CLINICAL OPHTHALMOLOGY 
PRESIDENT: Joseph Laval, M.D. 
SECRETARY: m H. Ehrlich, M.D., 211 Central Park West, New York 24 


TiME AND Pace: 8:30 p.m., Third Wednesday of each month; New York Academy of Medicine, 2 E. 103rd 
St.. New York 29 


CENTRAL NEW YORK EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: George Sisson, M.D 
SecrETARY: Wesley Bradley, M. D., 1100 E. Genesee St., Syracuse 


EASTERN NEW YORK EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: H. G. Anderson, M.D. 
Secretary: Frank C. Furlong, M.D., 713 Union St., Schenectady 
Time AND Pace: First Thursday of November, January, February, March, April and June; Albany, 
Schenectady and Troy 


ALUMNI ASSOCIATION OF THE NEW YORK EYE AND EAR INFIRMARY 
PRESIDENT: Joseph H. Krug, M.D. 
Secretary: John R. Finlay, M.D., Greenwich Medical Bldg., 49 Lake Ave., Greenwich, Conn. 


BROOKLYN OPHTHALMOLOGICAL SOCIETY 
PresipENTtT: Rodolph M. Cutino, M.D 


Secretary: Nicholas P. Tantillo, M.D., One Hanson PI., Brooklyn 17 
Time: Fourth Monday of each month 


BUFFALO OPHTHALMOLOGICAL CLUB 
PRESIDENT: Howard H. Higgs, M.D. 
SECRETARY: James Baker Vaughan, M.D., 129 Delaware Road, Kenmore 17, New York 
Time AND Piace: Monthly; Sheraton Hotel, Buffalo 


NASSAU OPHTHALMOLOGICAL SOCIETY 
PresipENtT: Arthur E. Merz, M.D. 
SECRETARY-TREASURER: John R. Roche, M.D., 1554 Northern Blvd., Manhasset, L. I. 
Time: Fourth Monday of February, April, September and November 


North Carolina 

NORTH CAROLINA EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Ralph Arnold, M.D. 
SecreETARY: George T. Noel, M. D., P. O. Box 397, Kannapolis 


Ohio 


AKRON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: R. H. Stahl, M.D. 
Secretary: D. W. Mathias, M.D., 819 First National Tower, Akron 8 
TiME AND Pace: 6:30 p.m., First Monday of October, December, February and May; Akron City Club, Akron 


CINCINNATI OPHTHALMOLOGICAL SOCIETY 
Executive Councit: Donald J. Lyle, M.D.; Charles K. W. Ascher, M.D.; George B. Heidelman, M.D. 
Secretary: Josef D. Weintraub, M.D., 715 Provident Bank Bidg., Cincinnati 2 

Time aNd Prace: Second Wednesday of each month, November to May 
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— OTOLARY NGOLOGICAL SOCIETY 
PrEsipENT: Edward A. Juler, M.1 
Secretary: Raymond L. Pfister M. D., 2600 Union Central Bldg., Cincinnati 2 _— 
TiME AND Pace: 6:30 p.m., Third Monday of each month; University Club, Cincinnati 


CLEVELAND OPHTHALMOLOGICAL CLUB 
Presivent: Gerold T. Schwarz, M.D. 
SECRETARY: James T. Mayer, M.D., 352 Hanna Bldg., Cleveland 15 
Time and Pace: Quarterly; Wade Park Manor, 107th St. and Park Lane, Cleveland 


CLEVELAND OTOLARYNGOLOGICAL CLUB 
Presipent: R. L. Ruggles, M.D. 
SecRETARY: R. W. Machamer, M.D., Rose Bldg., Cleveland 
Time AND Pace: Second Wednesday of November, February, April and May; Wade Park Manor 


COLUMBUS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipENtT: Robert H. Magnuson, M.D. 
Secretary: John E. Arthur, M.D., 370 E. fown St., Columbus 
TIME First Monday of each month, October May; University Club, 40 S. Third 5St., 
olumbus 


TOLEDO EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Max F. Sudhoff, M.D. 
Secretary: Frank W. Taylor, M.D., 2060 Glendale Ave., Toledo 14 
Time AND Pace: 6:30 p.m., Third Tuesday of each month; Toledo Club 


Oklahoma 

OKLAHOMA CITY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: ar Hough, M.D. 
Secretary: J. C. Pickard, M.D., Pasteur Medical Bldg., Oklahoma City 


Oregon 
OREGON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Joseph I. Moreland, M.D. 
Secretary: Paul B. Myers, M.D., 223 Medical Dental Bldg., Portland 5 
Time AND Prace: Fourth Tuesday of each month; Aero Club of Oregon, 804 S.W. Taylor St., Portland 


Pennsylvania 
PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLO( 
PresipeNnt: Paul C. Craig, M.D. 
SECRETARY: Daniel S. DeStio, M.D., 1006 Highland Bldg., Pittsburgh 6 
TimME AND Prace: May 19-21, 1960: Traymore Hotel, Atlantic City 


WESTERN PENNSYLVANIA EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Carl E. Brant, M.D. 
SECRETARY-TREASURER: F. E. Murdock, M.D., 28' 4 W. Scribner Ave., DuBois 
Time anp Prace: Third Thursday of April and September; Indiana 


WYOMING VALLEY EYE, EAR, NOSE AND THROAT CLUB 
Presipent: W. C. Marsden, M.D. 
Secretary: Albert J. Abbott, M.D., 203 E. Green St., Nanticoke 


TIME ane Piace: Last Tuesday of ‘each month, October through April; Luzerne County Medical Society Bldg., 
. Franklin St., Wilkes-Barre 


PHILADELPHIA COLLEGE OF PHYSICIANS, SECTION ON OPHTHALMOLOGY 
Presipent: Harold G. Scheie, M.D. 
Secretary: William E. Krewson ITI, M. D., 1930 Chestnut St., Philadelphia 3 
Time ie Ties: See Thursday of each month, October to May; College of Physicians, 19 S., 22nd St., 
*hiladelphia 


PHILADELPHIA COUNTY MEDICAL SOCIETY, EYE SECTION 
CuatrMaNn: Thomas H. Cowan, M.D. 
Secretary: William C. Frayer, M.D., 313 S. 17th St., Philadelphia : 
TIME aoe eee First Thursday of each month; Philadelphia County Medical Society Bldg., 301 S. 21st St., 
iladelphia 


PHILADELPHIA LARYNGOLOGICAL SOCIETY 
PRESIDENT: John O'Keefe, M.D. 
Sceretary: William Lell, 'M.D., 333 S. 18th St., Philadelphia 
TiME AND Ptace: First Tuesday of each month; ’ College of Physicians Bldg., Philadelphia 


PITTSBURGH OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Raymond J. Gray, M.D. 
SeEcRETARY: William G. Everett, M.D., 407 Jenkins Bldg., Pittsburgh 22 
Time AND Prace: Third Monday of each month; Mellon Institute 


PITTSBURGH OTOLOGICAL SOCIETY 
PRESIDENT: Emory A. Rittenhouse, M.D. 
Secretary: Clyde B. Lamp, M.D., Jenkins Arcade, Pittsburgh 
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READING EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Fred Perfect, M.D. 
SECRETARY: James H. Parker, M.D., 238 N. Fifth St., Reading = 
Time AnD Prace: 5:30 p.m., Third W ednesday of each month, "Bentember to June; Wyomissing Club 


South Carolina 

SOUTH CAROLINA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: F. R. Price, M.D. 
SECRETARY-TREASURER: Roderick Macdonald, M.D., 330 E. Main St., Rock Hill 


Tennessee 


TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


PRESIDENT: John Wilson, M.D. 
Secretary: Thomas Bryan, M.D., 2105 Hayes St., Nashville 


CHATTANOOGA AND HAMILTON COUNTY EYE, EAR, NOSE AND THROAT SOCIETY 


CuUAIRMAN AND Secretary: J. E. Johnson, M.D., 4547 Brainerd Rd., Chattanooga 4 
TIME AND Pace: 6:30 p.m., Last Thursday of each month; Mountain City Club 


KNOXVILLE SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: E. E. Miller, M.D. 
SECRETARY: Frank Galyon, M.D., 715 Walnut St., Knoxville 
Time AND Pace: Four times yearly; University of Tennessee Research Hospital 


MEMPHIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
CitAIRMAN: Each member in alphabetical order 
SECRETARY: William F. Murrah, M.D., 1720 Exchange Bldg., Memphis 
Time AND PLace: Second Tuesday of each month; Memphis Eye, Ear, Nose and Throat Hospital 


NASHVILLE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Lee Cayce, M.D. 
SECRETARY* Clyde Alley, M.D., Medical Arts Bldg., Nashville 
Timk AND Piace: Third Monday, October through May; Nashville Woman’s Club 


Texas 
TEXAS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
RESIDENT: James T. Robison, M.D. 
Secretary: E. G. Grafton, M.D., 8215 Westchester, Dallas 25 
TIME AND ‘PLACE: December 4-5, 1959; Hilton Hotel, Fort Worth 


DALLAS ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Dr. Tom McCrory 
SECRETARY- TREASURER: Dr. David S. Stayer, 606 Medical Arts Bldg., Dallas 
Time AND Pace: First Tuesday each month, Parkland Hospital 


FORT WORTH EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: William Hendrix, M.D. 
SECRETARY: Joe L. Bussey, M.D., 1201 Presidio, Fort Worth 
Time AND Ptace: First Friday of each month; St. Joseph Hospital 


HOUSTON OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Thomas J]. VanZant, M.D. 
Secretary: Louis Daily, M.D., 1117 Medical Arts Bldg., Houston 2 
Time: Third Thursday of each month 


SAN ANTONIO SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: F. XN. Weixell, M.D. 
Secretary: Dan A. Russell, Jr., M.D., 429 Medic al Arts Bldg., San Antonio 
CORRESPONDING SECRETARY: J. L. Mims, Jr., M.D., 211-212 Medical Arts Bldg., San Antonio 
Time: Third Tuesday of each month, September Tosca May 


Virginia 

VIRGINIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Maynard P. Smith, M.D. 
SECRETARY- TREASURER: Marion K. Humphries, Ir., M.D., 104 E. Market St., Charlottesville 
Time AND April 28-30, 1960; W illiamsbure Inn, Williamsburg 


TIDEWATER OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: ©. C. Jones, M.D. 
Secretary: |. A. Klotz, Jr., M.D., 905 Wainwright Bldg., Norfolk 10 
Time AND Prace: October, February and May; Tidewater area 


RICHMOND, VIRGINIA, EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: J. S. Archer, M.D. 
SecrETARY: Mason Smith, M. D., 2035 Monument Ave., Richmond 20 
TIME AND Ptace: Second T uesday of January, first Tuesdays of April and October; Commonwealth 


Club 
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Washington 
WASHINGTON STATE MEDICAL ASSOCIATION, 
SECTION ON EYE, EAR, NOSE AND THROAT 
PRESIDENT: Eugene F. Me Elmeel, M.D. 
SECRETARY: Neil F. Thorlakson, M.D., 605 Cobb Bldg., Seattle 1 


PUGET SOUND ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Willard F. Goff, M.D. 
Secretary: James L. Hargiss, M. D., 1059 Medical Dental Bidg., Seattle 1 
lime aND Prace: Third ‘Tuesday of each month; Roosevelt Hote 


SPOKANE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Robert L. Pohl, M.D. 
Secretary: Robert J. Davis, M. D., 305 Medical Center Bldg., Spokane 
Time: Fourth Tuesday evening of every other month 


West Virginia 

WEST VIRGINIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Nime K. Joseph, M.D. 
Secretary: Albert Esposito, M.D., 1212 First Huntington National Bank Bldg., Huntington 1 
Time ano Piace: April 11-12, 1960; Greenbrier, White Sulphur 


Wisconsin 
MADISON, WISCONSIN, EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Benjamin Brindley, M.D. 
Secretary: John K. Scott, M.D., 110 E. Main St., Madison 
Time ano Prace: 6:00 p.m., First Tuesday of each month; Madison Club 


MILWAUKEE OTO-OPHTHALMIC SOCIETY 
PRESIDENT: Lawrence L. Garner, M.D. af 
SECRETARY: Roger H. Lehman, M.D., Veterans Administration Center, Wood 
Time anp Prace: Fourth Tuesday of each month, October through May; University Club 


HAVE YOU CHANGED YOUR ADDRESS? 


To ensure uninterrupted delivery of your TRANSACTIONS, please return this 
coupon or send the same information on a post card to 


American Academy of Ophthalmology and Otolaryngology 
15 Second St. S.W., Rochester, Minnesota 


PLEASE PRINT 

FORMER ADDRESS: NEW ADDRESS: 


NAME OF COUNTRY 
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TEACHING AIDS 
MANUALS 


OCULAR SURGERY, Conrad Berens yt H. K 
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INTRODUCTION 


The National Working Conference on Health Aspects of Hearing Conserva- 
tion was organized at the request of Dr. A. L. Chapman, Chief of the Division of 
Special Health Services of the United States Public Health Service. Dr. Aram 
Glorig, his special consultant, was asked to consider whether such a meeting was 
needed and how it could be organized. Dr. Glorig appointed a special committee, 
which reported that a national conference, jointly sponsored by the United States 
Public Health Service and the Office of Vocational Rehabilitation, would serve a 
highly useful purpose. Dr. Glorig was then authorized to organize the conference 
and choose its participants. : 


The conference was held May 18 and 19, 1959, at the Mayflower Hotel in Wash- 
ington, D. C. The nearly 200 men and women attending came from all parts of 
the country and from every profession concerned with hearing. 


Four work groups were selected to discuss, evaluate and recommend in the 
following areas: 


Karly Case I inding 

Care of Persons with Impaired Hearing 
Habilitation and Rehabilitation 

Training and Research 


The chairmen and recorders of each work group and other key participants 
held a pre-planning session on the eve of the conference. The conference proper 
was organized into five sessions: 


1. A general session of welcome; orientation by the chairman and selected 
speakers; specific instructions by work group chairmen. 


IN 


l‘our simultaneous discussion sessions of the work groups. 


3. lkour simultaneous two-hour sessions of the chairmen, recorders and a 
few key members of each work group, to organize the discussion into a 
report for further group consideration. 


4. Completion of reports by the work groups. 


5. A summary session at which the final work-group reports were read and 
discussed in the conference at large. 
The conference closed with a summation of the proceedings by the chairman. =) 
The proceedings of the convention follow, with some abridgment and a slight 
rearrangement of order. As the four sets of recommendations were independently 


prepared, their formats vary. All, however, were approved without dissent by the 
conference as a whole. 
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THE TASK 


From the Welcoming Remarks of Mr. 
E. E. Ferebee, Deputy Director of the 
Office of Vocational Rehabilitation: 


One cannot long be in rehabilitation 
work without realizing the challenging 
problems of the deaf and hard of hear- 
ing. Difficulty in communication is one 
of the greatest threats to normal, happy 
and satisfactory living. 


We are far from satisfied with the 
record. Rehabilitations in our public 
program among those with hearing de- 
fects have recently averaged only about 
4,500 a year. One reason is the shortage 
of people with the knowledge, skill and 
understanding to bring the power of 
communication to those who lack it. 


Hearing impairment has social as 
well as medical aspects. One has to un- 
derstand and offset the economic and 
social effects of such impairment on 
the individual. We know a great deal 
more about diagnosis and corrective 
measures than we have been able to 
apply. In short, our wisdom in biology, 
electronics and education is greater than 
our ability to use it within our social 
organization. How can we get diagnosis 
and corrective measures to people who 
need them?’ How can we get people to 
continue with such services as long as 
they are needed? 


The Office of Vocational Rehabilita- 
tion since 1954 has had authority to 
make grants to educational institutions 
and other nonprofit organizations for 
research and demonstration projects. 
We have made 23 such grants in hear- 
ing and speech 
million dollars. 


-a total of about one 
We want to do more. 
But we are limited by the availability 


of qualified investigators with imagina- 
tion and a willingness to work in this 
area. 


lor the past two years, we have also 
been putting about a quarter of a mil- 
lion dollars annually into a progran: for 
training speech and hearing therapists 
Some ten schools are now participating 
In it. 


This meeting presents a chance to 
find answers to many of the questions 
that have perplexed us and an oppor- 
tunity to develop guidelines by which 
communities of all sizes can define their 
problems in speech and hearing and de- 
velop suitable service programs. 


From the Welcoming Remarks of A. L. 
Chapman, M.D., Chief of the Division 
of Special Health Services of the 
United States Public Health Service: 


One of our biggest problems in Pub- 
lic Health is this: While research is 
turning up much that could be of tre- 
mendous value to the man in the street, 
we often fail to get it applied for the 
full benefit of the people who need it 
most. 


This conference was called to give 
you a chance to present your case in a 
public forum, and I am sure that you 
will take full advantage of it. I hope 
that you will ask yourselves some very 
important questions: 


Is everything possible being done to 
prevent deafness? Where is our deaf- 
ness coming from? 
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Are we sure that our children are not 
going through life partly deaf because 
no one cares enough to seek them out? 


How many times in a lifetime does 
the average American have his hearing 
evaluated, and is it often enough? 


When persons are found with a hear- 
ing loss, are treatment services avail- 
able in every community regardless of 
circumstances? Is the availability of 
such services real or only theoretical? 
Are the facilities modern and available 
to old as well as young, to the poor as 
well as to the rich? 


Are adequate funds being spent in 
research to find the real causes of deaf- 
ness’ What causes otosclerosis? What 
is the effect of noise? What about the 
overgrowth of lymphoid tissue? Must 
all old people inevitably develop hearing 
impairments ? 


Are enough otologists and audiolo- 
gists being trained? Do we need more 
paramedical personnel? How many 
would be needed to provide really ade- 
quate service to all persons with im- 
paired hearing? 


This conference gives you an oppor- 
tunity to say what is needed in terms of 
people, money and facilities and what 
needs to be done in the next ten years 
to overcome some of these deficiencies. 


If you speak up boldly—and, if nec- 
essary, loudly—-I am sure that a very 
wealthy and kindly nation will turn its 
attention to those with impaired hear- 
ing, just as it has turned its attention 
to those with tuberculosis, poliomyelitis, 
haert trouble and cancer. 


From Dr. Aram Glorig’s Introductory 
Remarks as Conference Chairman: 


This is a working conference—with 
the emphasis on work. Each person was 
invited because of the contribution he 
could make. We are here not to argue 
controversial points, but to organize 
and distill what we are reasonably sure 
of and to make specific recommenda- 
tions. We now have an opportunity to 
put hearing conservation in its rightful 
place as a public health problem. This 
is the purpose of our conference. 


ae 
ware 
> = 
¥ 
‘ 
or: 
: 
atts 
; 
age 
A 
at 
. 
(ou 
yak 


DEAFNESS IN THE 20TH CENTURY 


PowrlE Vaux Docror, PH.D. 


Handicaps of deafness run far beyond the physical. The speaker outlines the educational, linguistic, 
social, emotional and mental ills that may follow. With some praise for the achievements of voca- 
tional rehabilitation, he concludes with a warning on the growing problem of the multiple-handi- 
capped. Dr. Doctor, of Gallaudet College, is editor of American Annals of the Deof. 


Deatness in this age of communica- 
tion and automation is a serious and, in 
some ways, a growing problem. In 
speaking of deafness | am not referring 
to the merely hard of hearing. [ am re- 
ferring in general to people whose loss 
is of such a nature and extent as to con- 
stitute a severe handicap. Some people 
believe the physical aspects of deafness 
are the only ones in need of considera- 
tion and research. Would that this sit- 
uation were true! 


Possibly paramount among the ills 
that follow the physical disability 1s the 
educational handicap. When we stop to 
realize how much of the world’s activity 
in the 20th century depends on audition, 
we get a faint glimpse of how much the 
deaf child is deprived of by failing to 
hear what is going on in his environ- 
ment. And when we refer to the educa- 
tional handicap of deafness, we mean, 
specifically, that of language. 


The January 1959 issue of American 
Annals of the Deaf lists over 400 speech 
and hearing clinics in the United States. 
As a teacher of the deaf, I like the term 
“speech and hearing.” It pinpoints two 
main handicaps of deafness. However, I 
wish to point up the fact—especially for 
children whose deafness dates from birth 
or infancy—that the great problem in 
rehabilitation and teaching is language 
itself. 


We sincerely hope that all deaf chil- 
dren can be taught to speak and read 
lips. But above all a deaf child must be 
taught—-either orally or manually—-how 


to read and write if he is going to be able 
to make his way in the world. In every 
classroom for the deaf | wish we could 
have a “lingogram” as well as an audio- 
gram. I believe many deaf pupils are 
more segregated from their hearing fel- 
lows through lack of an adequate educa- 
tion than because of poor speech or lip- 
reading ability. 


It is the instruction of these pupils 
that will determine how well they will be 
accepted into the community. In spite of 
all our improvements in electronic ampli- 
fication and our stress on “special edu- 
cation,” | wonder if our deaf boys and 
girls in the United States will receive as 
good an education in the last half of the 
20th century as in the first. 


There is an acute shortage of trained 
teachers. A survey by the Clarke School 
for the Deaf and the Hearing and 
Speech Center at Gallaudet College re- 
ports that schools and classes for the 
deaf need 500 more trained teachers 
for next year. Speech and hearing cen- 
ters report they need another hundred. 
Enrollment in schools and classes for 
the deaf has increased over 2,000 in just 
two years. Teaching the deaf — even 
where deafness is their sole physical 
handicap—is one of the most arduous 
jobs in the educational world. It is espe- 
cially difficult to teach speech to a deaf 
child who has little or no idea whatever 
of the meaning of sound. Far too few 
people are entering the profession. 


It is very important to diagnose deaf- 
ness, determine its causes and make spe- 
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cific evaluations for educational proce- 
dure. But what if we lack the highly 
specialized personnel needed to carry 
out the instructions of audiologists and 
otologists ? This is not just a remote pos- 
sibility. Every educator of the deaf is 
today confronted with the concrete 
problem of increased enrollment and a 
dwindling supply of trained teachers. 


Sometimes even we teachers of the 
deaf forget that language for the deaf 
must include the ability to read and 
grasp meaning. For over 30 years we 
have been giving standard tests to stu- 
dents seeking admission to Gallaudet 
College or its preparatory class. These 
students come from every type of 
school and represent all the various 
methods of teaching the deaf—oral, 
manual and auditory. As a whole, these 
pupils rank far down the scale in vo- 
cabulary and paragraph meaning. 


At a large automobile firm which em- 
ployed many deaf people I was once 
told that if written directions: were giv- 
en in one word, the average deaf work- 
er would comprehend as well as the 
hearing one; if the directions were giv- 
en in one sentence, a few of the deaf 
were liable to misunderstand them; but 
if the directions were given in a para- 
graph, only the exceptional deaf work- 
er could comprehend them. The teach- 
ing of concepts to a mind that has been 
cut off from the world of sound is a 
herculean task. 


The second handicap of deafness I 
would list 1s social. It is all very well to 
say that we will integrate the deaf per- 
son into a hearing society, but unless 
its hearing members realize the implica- 
tions of deafness, it is very difficult and 
sometimes impossible for the deaf per- 
son to break the social barrier. Hence 
we find the deaf minority group form- 
ing its own clubs and churches to find 
satisfaction and a surer place in a com- 
munity of its own. 


Deafness can also be an emotional 
handicap, even for the well educated. 
When communication within one’s en- 
vironment breaks down for any adult 
person, grave complications may arise. 
At the 1950 International Congress on 
the Care of the Deaf-Mute, in Groning- 
en, The Netherlands, Dohn reported 
that a primary causal factor for deaf 
persons’ being found in mental institu- 
tions seemed to be a breakdown be- 
tween the deaf person and his environ- 
ment. We must never forget that the 
mental health of deaf people is as im- 
portant as their physical health, and in 
some ways even more important in the 
20th century. 


Of all the handicaps encountered in 
deafness, I believe that loneliness, and 
especially the fear of loneliness, is pos- 
sibly the greatest problem. You and I 
as hearing people have been lonely, but 
I do not believe that,we can ever quite 
realize the degree of loneliness a deaf 
person sometimes feels in a hearing so- 
ciety. I certainly believe we need more 
research in the area of mental health 
and deafness, such as is now being car- 
ried on at the New York State Psychi- 
atric Institute. | do not doubt there is 
some connection between the feeling 
and fear of loneliness and the incidence 
of deaf patients in mental hospitals. 


Deafness is also a vocational handi- 
cap. If it were not for the vocational 
departments in residential schools and 
the diligent work of vocational rehabili- 
tation workers, far more deaf men and 
women would be on relief. This is one 
of the bright spots in the field of deaf- 
ness. Most deaf people have jobs and 
have made a reputable place for them- 
selves in the active world. 


The case of the deaf person is far 
from hopeless. The many thousands of 
well-adjusted deaf people in the United 
States are proof of what has been done. 
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But what of the future? One growing 
problem needs careful scrutiny—that of 
multiple handicaps. In the American 
Annals of the Deaf we list six multiple- 
handicapped groups: the aphasic and 
deaf, the mentally retarded and deaf, 
the crippled and deaf the brain-injured 
and deaf, the blind and deaf, and the 
cerebralpalsied and deaf. Each year the 
numbers grow larger. 


It may be partly due to better diag- 
nostic services and to the fact that edu- 
cationally we are becoming more aware 
of such problems. But it may also very 
well be that 20th century medicine 1s 
now saving the lives of many multiple- 
handicapped deaf boys and girls who 
years ago would have been in the grave- 
yard. Many older teachers remark that 
25 years ago they taught a deaf child, 
now they teach a child who is deaf and 
something else, and generally the some- 
thing else is as serious as the deafness. 


Difficult as it is to secure teachers of 
the deaf, it will be still more difficult 
to find teachers for the multiple-handi- 
capped child, who may very well be our 
greatest problem in the 20th century. 


We need help for the deaf child and 
for the child who is deaf and some- 
thing else. We also need help for the 


parents. Helping a parent to overcome 
a feeling of rejection toward a deaf 
child or a deaf, mentally-retarded child 
is a great problem for the professional 
worker. Parent education, such as is 
being carried on at John Tracy Clinic 
in California and in many schools, is 
excellent, but far more services for 
parents must be made available. 


If medicine continues saving more 
and more lives—even the lives of the 
multiple-handicapped—this problem of 
parent education will become most 
acute. As we read medieval history we 
study the history of the Madonna in 
the Church, the Madonna of the fields, 
the Madonnas of the various groups, 
each pinpointing some particular idea. 


I am wondering if it may come to 
pass that the symbol of our 20th Cen- 
tury may be, not the atomic bomb, but 
the Madonna gazing in bewilderment 
at the handicapped child in her arms, 
while seeming to say to us: Why have 
you neglected him? 


It is only through education, rehabili- 
tation, research, and cooperative ven- 
tures such as this meeting, functioning 
on a professional level, that such a sym- 
bol will not take its place on the pages 
of history. 
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HEARING CONSERVATION OVER THE YEARS 


EpMUND PrINcE FowLer, Sr., M.D. 


Appropriately the dinner speaker was the “grand old man’ 


of hearing conservation. Still very 


active in the cause of hearing conservation, Dr. Fowler traces, in these excerpts from his talk, the 
history of hearing conservation in New York, in which he played a pioneer role. He concludes with 
some general observations that strike a balance in science, statistics and human values. 


sefore the twentieth century, the 
severely deafened person was called a 
“deaf mute” and put in a “deaf and 
dumb asylum.” In these “asylums” the 
sign language was taught, so the pa- 
tient could communicate—but only with 
those who knew the signs. Such an in- 
stitution was Gallaudet College in 
Washington. 


Nearly all of these schools began as 
private institutions but subsequently re- 
ceived per capita allowances from the 
State. Unfortunately there were regu- 
lations which kept many children out 
of them. New York, for example, had 
a state law that no parent of a deaf 
child could be compelled to send him to 
an institution or a residential school. 


Early in the century, the Nitchie 
School for Lip Reading was started in 
New York. It was incorporated in 1910, 
the same year the New York League 
for the Hard of Hearing was formed. 
Eventually the two organizations meld- 
ed. | learned of the League and its work 
after returning from World War I to 
resume my duties as Chief of Clinic in 
the Manhattan Kye and Ear Hospital. 
My chief was Dr. Wendell Phillips, 
founder of the American Hearing So- 
ciety (in 1919). We arranged for the 
League to send all of its children to our 
clinic for otological examinations, medi- 
cal or surgical treatment and hearing- 
aid fittings when indicated. 
enced League teachers 


I-xperi- 
taught 


these 


children lip reading every Saturday. 


14 


The prime 
York League 


objective of the New 

and all the other organi- 
zations (now chapters) of the Ameri- 
can Hearing Society was the mental 
and physical health of the hard-of-hear- 
ing person. They have never wavered 
from that objective. 


In 1920 and 1921, in cooperation 
with the Acoustic Research Laboratory 
of the Western Electric Company un- 
der Harvey Fletcher, we developed the 
1A Audiometer. It made possible, for 
the first time, quantitative testing of all 
frequencies audible to the healthy hu- 
man ear. 


Later, the 4A Phonograph Group 
Audiometer let us test up to 40 pupils 
simultaneously. Those showing a 9-de- 
cibel-or-more on two tests were 
considered as having a potential hearing 
impairment and were tested on the 2A 
Audiometer for air and bone conduc- 
tion. All who showed a definite hearing 
loss were referred for medical and sur- 
gical treatment to clinics or private 
physicians, and for instruction in lip 
reading and the use, if indicated, of a 
properly fitted hearing aid. In one 
school we examined all the children for 
three years in succession—the first such 


loss 


complete examination on so large a 
scale. 


A “Prevention of Deafness Clinic” 
was established in 1925, the prototype 
of present hearing and speech centers. 
Its statistics from 1926 through 1941 
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show 3,274 persons examined; 21,949 
visits for treatment ; 1,618 x-rays; 1,235 
chemical analyses; 3,925 audiograms. 
Operations were: mastoidectomy 54, 
myringotomy 105; tonsillectomy and 
adenoidectomy 71. 


Each patient was carefully examined 
and his hearing tested audiometrically. 
Laboratory analyses included basal me- 
tabolism rate, blood cell counts includ- 
ing differential cell counts, tuberculin 
and Wasserman tests and, eventually 
in all otosclerosis cases, examination of 
blood serum for calcium, phosphorus, 
cholesterol and phosphatase activity. 
Case histories were tabulated in a way 
that let us compare age groups and all 
pertinent data. Roentgenogram reports 
were simplified by the use of symbols. 


Two soundproof rooms and_ two 
audiometers were procured without cost 
to the hospital. With the help of the 
New York League we provided voca- 
tional guidance, morale building, reha- 
bilitation in the form of social activi- 
ties, lip reading lessons and advice on 
hearing aids. 


In 1933, under WPA Project 6065, 
we began what was eventually the ex- 
amination of 774,576 children from 
grade 3 through grade 9 of New York’s 
public and parochial schools. The 
project was under the direct super- 
vision of Mr. Daniel Caplin, Assistant 
Director of Health Education. Over 
600,000 children were examined in the 
year ending in April 1935. 


All the children were tested with the 
4A Audiometer. Re-tests of 24,436 chil- 
dren detected many changes in the hear- 
ing level of those coming into the third 
grade. All showing a hearing impair- 
ment were tested with a 2A Audiometer 
and examined otologically. I instructed 
a group of otologists for this work. The 
New York League trained 94 teachers, 


who taught lip reading to 6,435 children 
in 415 different schools. 


Yearly tests were clearly imperative. 
The survey showed 3.17 per cent of 
elementary school pupils had impaired 
hearing. It was estimated that 4.5 per 
cent of the school population needed 
otological diagnosis and about 2.5 per 
cent needed lip reading instruction. 
This was fairly close to calculations to- 


day. 


Grade retardation ran much higher 
in the hard-of-hearing group—some- 
thing that is not conducive to a happy 
childhood and is often a serious factor 
in the child’s health. Other studies, too, 
have shown comparatively lower IQ’s 
among hard-of-hearing children. This 
does not necessarily prove a_ direct 
causal relationship. It is reasonable to 
infer that social and economic status 
contribute to auditory deficiency, since 
infectious diseases and poor hygiene 
are more prevalent in poverty. 


We did find with 4,566 hard-of-hear- 
ing children that lip reading instruc- 
tion (over six months to two years) 
cut in half the number of grades re- 
peated. 


But we must not forget that health 
aspects of hearing conservation concern 
the adult and the aging population as 
well. Unless the aged with hearing diffh- 
culties (presbycusis) are sufficiently 
helped by hearing aids, indoctrinated 
with a proper philosophy of aging and 
adapted to their infirmities, they cer- 
tainly do not have what we should de- 
sire in mental health. Mental health is, 
in simple words, an adjustment to the 
environment sufficiently satisfactory to 
enable us to function fairly well. 


We doctors should not play up the 
frightening details of sickness as some 
of the clergy play up the hereafter. We 
must not scare our patients by telling 
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them if they don’t do so-and-so they 
will go “stone deaf.” Unfortunately 
some otologists, and even some hearing- 
aid people, have used such tactics. We 
should be frank to admit that no matter 
how early we detect deafness, there will 
be many instances when we can do little 
or nothing to improve hearing. And we 
should never use the words “restore 
hearing.” 


We should inculcate, in and out of 
our institutions, a proper philosophy of 
living in the world as it is. We should 
condition our patients to live today and 
enjoy whatever facilities they have to 
the fullest. The best people for such 
inculcation are the  hard-of-hearing 
teacher and the social worker. They are 
wonderful, dedicated people. 


Stress the necessity of examining the 
hearing of all people—especially work- 
ing people as they enter and leave their 
jobs. It would eliminate much litigation 
in compensation cases. 


Encourage the employment of hard- 
of-hearing persons. Satisfactory em- 
ployment will do more for mental health 
than all the medicines in the world. 


Stress the point that in all physical 
examinations—for insurance, for em- 
ployment, for “check-ups’’—the hearing 
should be tested, too, and any impair- 
ment dealt with. 


See that occasional articles appear in 
magazines—especially women’s maga- 
zines, because very early detection of 
deafness means detection by somebody 
very close to the child. In a very young 
child, a mother or a nurse can detect 
deafness more readily than any compli- 
cated machine or test. 


Instead of “scare” headlines, use 
“concern” headlines. Be honest. Do not 
promise an improvement in the hearing. 
Explain that many cases are congenital, 
that many are due to destruction of 
elements in the neural mechanism, but 
that in spite of this fact we can always 
improve the patient by teaching him to 
listen and to speak better and to mix 
with other people. We must help him 
to a more satisfactory living. This alone 
will improve his health. 


Along these lines, the Subcommittee 
on Hard of Hearing and Deaf in New 
York State, of which I am still chair- 
man, has been issuing alerts every year. 
We have sent out to every county short 
leaflets for parents, clergy and teachers. 
In ten months we have published three 
very short alerts in the Journal of Pedi- 
atrics. Don’t overdo this or people won’t 
listen to you. You must stagger the in- 
formation and keep stressing the truth 
without exaggeration. 


Stress the necessity for research and 
more research, not only on the causes 
of hearing loss in babies, infants and 
adolescents, but in the adults and the 
aging. There are many promising de- 
velopments in these areas and we must 
push them to the limit. 


Remember that a diagnosis accom- 
plishes nothing without proper manage- 
ment and treatment. The latter needs 
more of our attention if we are con- 
cerned with better health. I think some- 
times we have overstressed the decibel 
loss and underestimated the personal 
loss of functioning of the individual as 
a whole. Our tests should not be pri- 
marily for statistics but for the health 
of the patient. 
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HEARING THRESHOLDS IN THE 
NATiONAL HEALTH EXAMINATION SURVEY 


AuicE M. M.D. 


While nobody now knows how many Americans have impaired hearing — or how much of what 
kinds — the answers may soon be at hand. The Special Health Examination Survey will give ade- 
quate sample data on the Nation's health — and its hearing. Dr. Waterhouse, who is Medical 
Adviser of the U. S. National Health Survey, describes the Survey as a whole and gives some detail 


on its hearing phases. 


The National Health Survey is en- 
gaged in a nationwide program to meas- 
ure health and morbidity. Its Special 
Health Examination Survey will cover 
a representative sample of the adult, 
non-institutionalized civilian population 
of the United States. The population 
under the age of 18 years will be sur- 
veyed later. Each examination will in- 
clude a measurement of the auditory 
air conduction threshold for pure tones. 
The examinee will also be asked about 
trouble with hearing, any related medi- 
cal attention and cause, ringing in the 
ears and his own assessment of his 
hearing. His present occupation will be 
obtained, but not a noise history. Ab- 
normalities of the external and internal 
ear will be looked for. 


The hearing test will be conducted in 
a soundproof booth by specially trained 
technicians. It will measure the thresh- 
old hearing level in decibels at six fre- 
quencies—500, 1,000, 2,000, 3,000, 
4,000, and 6,000 cycles per second— 
on a pure-tone air-conduction-type au- 
diometer calibrated to specifications 
prepared by 
audiometers will be calibrated biologic- 
ally every two weeks on several staff 
members and returned to the factory 
for calibration twice a year. 


The program of the U. S. National 
Health Survey* consists of three parts: 


*Origin and Program of the U. S. National Health 


Survey. Health Statistics from the U. S. National 
Health Survey, Series A-l1. U. S. Department of 
Health, Education, and Welfare, Public Health 


584-Al. Washington, D. C., 


Service, Publication No. 


1958 


Dr. Aram Glorig. The , 


-a continuing nationwide Health-House- 
hold-Interview Survey; a series of Spe- 
cial Surveys; and a series of Method- 
ological Studies to improve techniques 
in collecting health statistics and to 
check the validity of data. 


Approximately 36,000 households are 
interviewed each year for information 
on socioeconomic and demographic 
characteristics; illnesses, accidents, in- 
juries; and the utilization of medical, 
dental, and hospital care. 


The Health Examination Survey is 
one of the most important of the first 
Special Surveys. It will be conducted 
in mobile units on persons secured 
through the regular household inter- 
views. The 2-hour, uniform examina- 
tion, consists of self-interviewer- and 
physician-administered medical histo- 
ries; height, weight and other body 
measurements; audiometric test; visual 
acuity test; blood pressures; x-rays of 
chest, hands, and feet; dental exami- 
nation by a dentist; physical examina- 
tion by an internist; electrocardiogram 
(12 lead); venipuncture; urine 
analysis. 


The blood specimen will be used in 
tests concerned with volume of red 
cells, blood sugar, syphilis, cholesterol, 
and rheumatoid arthritis. The urine 
specimen will be tested for glucose and 
albumin (males only). 


The examination centers on heart 
disease, rheumatism and arthritis, dia- 
betes, visual and hearing defects, pul- 
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monary tuberculosis and other chest 
conditions, physical malformations and 
impairments. Hitherto unavailable rep- 
resentative data will be obtained on 
height, weight, body fat, blood pressure, 
serum cholesterol, hearing threshold, 
and visual acuity. 


Three pilot studies have shown the 


plan feasible and practical and have led 
to improved techniques. The last two 
studies included the procedure for 
measuring hearing threshold. 


Thus, for the first time, data will be 
made available on the hearing thresholds 
of the adult population of the Nation as 
a whole. 
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THE RELATION OF RESEARCH TO HEALTH 
ASPECTS OF HEARING CONSERVATION 


HALLOWELL Davis, M.D. 


To ensure clearer communication, the speaker proposes more precise definitions for various terms 
used in connection with hearing impairment and audiometry. He predicts new trends in professional 
ideas and methods, distinguishes between basic and clinical research and discusses who should 
engage in each. A writer and editor in the field, Dr. Davis is Director of Research at the Central 


Institute for the Deaf in St. Louis. 


It will save time, promote better com- 
munication and make for more con- 
sistency in our recommendations if we 
first discuss certain terms we may wish 
to use. With the chairman’s permission 
I am recommending that we adopt the 


following definitions. They conform 
with those contained in a manual of 
the Subcommittee on Adults of the 


Committee on Conservation of Hearing 
of the American Academy of Ophthal- 
mology and Otolaryngology. 


Impairment of hearing is the most 
general term for ‘something wrong” 
with the hearing function, but it also 
implies that what is wrong really makes 
a difference. The precise definition of 
what difficulties and deviations are im- 
portant, as well as how to recognize 
and measure them, is one of the central 
issues for our Conference. 


Hard of hearing (or hypoacusis as a 
noun) denotes enough impairment of 
hearing to make communication by un- 
amplified speech more or less difficult. 
The severity of the condition is meas- 
ured in decibels with an audiometer. We 
also describe it as a partial hearing loss. 


Deaf and deafness traditionally mean 
a severe or complete hearing impair- 
ment. They imply a hearing loss so 
great that communication by voice is 
very difficult or impossible without am- 
plification. The precise number of de- 
cibels that marks the dividing line be- 
tween “hard of hearing” and ‘‘deaf”’ 
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may vary, depending on whether we 
are talking about adults or children. The 
central point is the great difficulty in 
communication by speech. I believe 
“deafness” should be restricted to the 
abnormality that is primarily a loss of 
auditory sensitivity. 


Dysacusis designates hearing impair- 
ments that are not primarily a loss of 
auditory sensitivity. Their causes are 
likely to be found in malfunction or 1n- 
jury of the central nervous system, the 
auditory nerve or the sense organ of 
hearing. Dysacusis includes auditory ag- 
nosia (or sensory aphasia), phonemic 
regression, discrimination loss of any 
kind, and diplacusis. It is not really 
overcome by simple amplification of 
speech. Therefore it is not measured in 
decibels. 


Hearing loss designates the condition 
or symptom of reduced auditory sensi- 
tivity (hypoacusis) and is used with 
such modifiers as conductive, sensory- 
neural and noise-induced. 


Hearing threshold level, or simply 
hearing level designates a reading on 
an audiometer. (Our audiometer dials 
are labeled “hearing loss’ because the 
intensity scale measures deviations from 
the presumed “normal” values that have 
been chosen as the zero for each fre- 
quency. This use of the term “hearing 
loss” has led to much ambiguity and 
confusion, particularly in medicolegal 
situations.) [I strongly recommend that 
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we say hearing level—not hearing loss 
—when we mean the number of de- 
cibels registered on the audiometer. 


Normal threshold of hearing is a 
term with many values. These depend 
on such things as frequency of test 
tone, character of speech material or 
other sound, instructions given the per- 
son tested and his age, motivation and 
listening experience. Two common fac- 
tors, however, are absence of known 
otological disease and a reasonable de- 
gree of cooperation. Normal individu- 
als do not all have exactly the same 
hearing. Therefore we must think of 
a range of normal values—not a single 
one. Differences between one person 
and another within that range do not 
represent abnormality or impairment. 


Reference level for audiometry. A 
particular set of sound-pressure levels 
for the octave frequencies used in 
audiometry have been agreed upon by 
the American Standards Association 
for use as the zero on audiometers. A 
hearing level is the difference between 
this reference value and the threshold 
value for the particular listener. (Many 
of us question whether the American 
audiometric zero was well chosen. Our 
British and European colleagues prefer 
a more rigorous standard, and the ques- 
tion of an international zero for audi- 
ometers is now under discussion. On 
the British scale, the range of normal 
extends to the 20-decibel, and perhaps 
even to the 25-decibel, hearing level at 
some frequencies. ) 


Criterion levels. There are logical as 
well as numerical differences among 
four important audiometric _ levels. 
Much important research involves the 
determination or the use of these levels. 


The first level is the audiometric 
zero. This is a set of sound-pressure 
levels (different for each frequency) 


which lie within the range of normal 
thresholds and have been arbitrarily 
chosen as reference levels for audiom- 
etric measurements. 


The second level is the /imit of nor- 
mal thresholds. This limit is not sharp, 
for “normal” is a statistical concept and 
the tail of a distribution curve extends 
quite far from the mean. By conven- 
tional statistical definitions (validated 
by clinical experience) it is generally 
agreed that the limit of normal for the 
middle range of frequencies lies some- 
where between the 10-decibel and 15- 
decibel hearing levels. 


The third level is the beginning of 
impairment. This is the level at which 
a practical handicap appears. By gen- 
eral agreement the significant handicap 
that is used to define impairment is 
difficulty in communication by speech. 
Notice that the beginning of impair- 
ment for hearing everyday speech has 
no logical relation whatever to the limit 
of normal hearing, although they are 
not many decibels apart. This is purely 
coincidental. The acoustic power of the 
human voice and the noisiness of our 
everyday surroundings are such that 
there is no practical handicap until the 
hearing level for speech is at least 15 
and perhaps as much as 20 decibels. A 
more precise definition of the beginning 
of impairment has been given by the 
Subcommittee on Noise of the AAOO 
Committee on Conservation of Hearing 
in a recent set of rules for medicolegal 
evaluations: Impairment of hearing is 
said to begin when the average hearing 
level for three frequencies 500, 1,000 
and 2,000 cycles per second is 16 de- 


cibels. 


There is another limit at the other 
end of the scale of impairment. At this 
level the impairment should be evalu- 
ated as total. For this upper limit the 
Subcommittee recommends an 82-de- 
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cibel average hearing level for the same 
three frequencies. At and beyond this 
hearing level, communication by unam- 
plified speech is very difficult. or im- 
possible. The individual may properly 
be called “deaf.” 


The Place of Research in the Health 
Aspects of Hearing Conservation 
Doctors, public health officers, audi- 
ologists, social workers, and all others 
who are engaged in the conservation of 
hearing are performing a service to 
those who have or may have some kind 
of hearing impairment. Whether they 
are concerned with case finding, medi- 
cal care, habilitation or rehabilitation, 
they all constitute a service group. 


| do not believe that basic research, 
as | understand the term, is for them 
an appropriate function. Basic research 
in biophysics, psychoacoustics, etiology, 
neurophysiology or information theory 
is a full-time job for specialists trained 
in such disciplines who can concentrate 
their entire efforts on a problem. [‘or- 
tunately, good support for basic re- 
search now comes through such organi- 
aztions as the National Science Foun- 
dation, the National Institutes of 
Health, and various voluntary organi- 
zations and private foundations. Those 
who carry out the actual health services 
should be interested in the results of 
basic research, but they should feel no 
obligation to conduct such research 
themselves, not even to “keep in style.” 
They are not primarily physiologists, 
psychologists, or epidemiologists, and 
they are concerned with a_ particular 
class of practical problems. 


They do have particular research 
needs, however. They need more and 
better information on the particular 
problems that belong to them and to 
no one else. Each service group should, 
therefore, state its needs clearly, and, 
when the basic information and ade- 


quate tools are available, undertake 
clinical research to answer those prob- 
lems. 


Two related practical problems that 
are appropriate for consideration by 
a group like this conference happen to 
cut across its divisions of case finding, 
medical care, habilitation rehabili- 
tation. They apply to problems of peo- 
ple of all ages. lor this reason, Dr. 
Glorig has given me this opportunity 
to state them to the Conference as a 
whole so that each group may give them 
its consideration. Both hinge on the 
concept of hearing impairment in the 
sense of a practical handicap to com- 
munication by speech. 


The first problem is the establishment 
and the improvement of the criteria of 
impairment. The establishment of cri- 
teria implies, of course, the develop- 
ment of tests, because criteria to be 
useful must be defined in terms of 
standardized tests. Such tests should be 
simple, quantitative, reliable and valid. 
Do we have all of the tests of hearing 
impairment that we need? If suitable 
tests are available, are we agreed on 
what numerical values properly define 
the beginning of impairment, 50 per 
cent impairment and total impairment? 
How good is the particular rule advo- 
cated by the AAOO Committee on Con- 
servation of Hearing? Should speech 
audiometry be used to evaluate impair- 
ment instead of or in addition to pure 
tone audiometry? How do we measure 
the impairment caused by a dysacusis 
that depends on discrimination loss or 
on a failure of understanding—one 
that cannot be measured in decibels? 
What kinds of new tests do we need 
and where do present tests and criteria 
break down? 


Are present audiometric procedures 
as good as we like to think they are? 
Are they reliable enough for practical 


Ps 
t 
& 
a 
12 
: 4 
Pedy 
i 
Sit 
= 
« > 
» 
; 


22 . WORKING CONFERENCE, MAY 1959 


decisions on the needs of the individ- 
ual? Do they yield data good enough 
for statistical research? Are our audi- 
ometric surroundings and the calibra- 
tions of our instruments good enough 
that the data from different clinics 
may be combined for research pur- 
poses? My contacts with audiometry 
in industry and in military installations, 
though second-hand, have led me to 
believe that routine audiometry is much 
better than no data at all for decisions 
concerning the individual, but that 
such data must be scrutinized with 
great care before they can be consid- 
ered for research purposes. Retrospec- 
tive research on old data is not likely 
to pay off. Data adequate for research 
must be collected under the critical eyes 
of those who will use it. 


In all of our discussions, it w:'i be 
well to keep a clear distinction between 
a diagnostic test which helps the otolo- 
gist to determine the type and perhaps 
the causal relations of an impairment 
and a status test which tells how the 
individual stands in relation to particu- 
lar criteria. Actually it may be much 
more difficult to measure reliably a 
slight change in status than it is to 
make a determination that is quite ade- 
quate, as part of a total picture, for 
diagnostic purposes. For example, a 
difference of 10 points on a discrimina- 
tion score may make no difference 
whatever in an otologist’s diagnosis, 
yet he may make much of these 
10 points if they represent an “imrove- 
ment” following surgery or auditory 
training, and audiologists may lay great 
stress on such a difference in advising 
a patient on his selection of a particu- 
lar hearing aid. 


The second major problem is the ap- 
plication of the criteria of impairment. 
Let us assume for the moment that the 
AAOO rule for evaluation is correct. 
In these terms how many adults and 


how many children in this country of 
ours have any impairment of hearing, 
i.e., a hearing level for the three fre- 
quencies 500, 1,000 and 2,000 that is 
16 decibels or worse? How many have 
a total impairment, 82 decibels or 
worse? How many have an impairment 
of 50 per cent or more? How do the 
impairments relate to age, to sex, to 
employment, to geography’ Is_ the 
USPHS survey of 1936 still adequate 
as the basis of our answer to these 
questions? Have those data been re- 
evaluated in terms of the specific cri- 
teria we have now defined? 


Secondly, in terms of present audio- 
metric methods, how effective are our 
present techniques of case finding, of 
conservation of hearing, of therapy, of 
habilitation and_ rehabilitation? The 
answers to some of these questions may 
be rather difficult to obtain, but for sur- 
gery of the middle ear and for methods 
of selecting hearing aids the problem is 
relatively simple. 


An wnportant and everlasting prob- 
lem for any service group is the con- 
tinued questioning and testing of its 
own methods of procedure. Are we 
achieving what we would like to achieve 
and what we tell other people we be- 
lieve we do achieve? 


Such critical self-examination re- 
quires some courage as well as intellec- 
tual honesty and integrity. There is al- 
ways the danger that we may find 
something damaging to our personal 
fortunes, our professional reputation, 
our pride, and what the Japanese call 
“face.” Do we really dare to recom- 
mend careful and thorough studies of 
the effectiveness of screening audiom- 
etry, of our current methods for se- 
lecting hearing aids, of the reliability 
of clinical audiometry, of the effective- 
ness of auditory training and of the 
potential value of extra-aural channels 
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of communication for the deaf? Such 
studies are difficult, expensive and time 
consuming. They must be planned and 
conducted by experts. 


Our present problem is to judge 
from our personal experiences and in- 
tuitions where such studies are likely 
to pay off by showing that things are 
significantly different from what most 
people now believe. 


Consider our definition of impair- 
ment of hearing. As audiologists we can 
measure hearing, but our measurements 
alone are not enough to define the de- 
gree of impairment. The concept of 
handicap comes from outside of audi- 
ometry. It represents a relation of 
measured auditory thresholds to some- 
thing else. That something else lies in 
our general everyday experience, in 
our social customs and point of view, 


and in what we accept as “self-evident 
truths.” 


Perhaps there is a “research need” 
to carry through a validation of the 
particular estimate which was made 
honestly and carefully, but nevertheless 
somewhat arbitrarily, by a small group 
of individuals. Were the right fre- 
quencies chosen? Is the hearing level 
of 16 decibels correct? Here is an ex- 
ample of a really difficult but perhaps 
very important piece of validation. We 
can feel quite confident in the general 
concept of impairment and even of a 
scale of impairment, but the exact num- 
bers are at present arbitrary. Neverthe- 
less, these numbers will influence sig- 
nificantly our estimate of how many in- 
dividuals come within the scope of pro- 
grams of conservation, care and reha- 
bilitation of hearing, and this estimate 
will in turn define the magnitude and 
national importance of our problem. 
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HEARING CONSERVATION PAST AND FUTURE 


ARAM M.D. 


This keynote address touches on many problems stemming from discrepancies in semantics, re- 


cording, testing equipment and conditions, procedures and personnel. 
extrapolates data to indicate something of the extent and cost of hearing impairment. 


The speaker refines and 
He raises 


questions on current programs, and outlines the individual and collective objectives of the four 


work groups. 
Committee on Conservation of Hearing. 


Hearing is one of the most important 
of our special senses, for without hear- 
ing, speech is all but impossible, and 
without speech, society could not exist. 
It is around activities that depend pri- 
marily on our sense of hearing that our 
whole lives are largely built. Yet hear- 
ing is probably the most neglected of 
our senses. This conference will have 
been a success if it does nothing more 
than impress each one of us with the 
importance of human hearing and make 
us fully realize how much more we 
do to conserve it. 


The purpose of this meeting in terms 
of its broad structure may be outlined 
as follows: 


1. Case Finding: To evaluate, im- 
prove, coordinate, and standard- 
ize case finding methods. 
Medical Care: To assess present 
methods of caring for the patient 
with impaired hearing and _ to 
make recommendations for im- 
proving these methods and 
creasing their use. 

Habilitation and _ Rehabilitation: 
To promote better use of our 
present methods habilitation 
and rehabilitation and to increase 
our knowledge of techniques 
through experience. To use this 
increased knowledge to provide 
still better methods. 

Training and Research: To en- 
courage more and better training 
of medical and paramedical per- 
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sonnel and to suggest areas of 
research, particularly applied re- 
search. 

And finally, Coordination of Ac- 
tivities: To suggest how, when, 
and where [federal and State 
health agencies might assist non- 
governmental agencies in each of 
the four areas mentioned above. 


To my knowledge, no previous attempt 
has been made to organize and coor- 
dinate the over-all activities of groups 
concerned with impaired hearing. To- 
day, in this room, we are making oto- 
logical and audiological history. 


THE PROBLEM 


What is the magnitude of the prob- 
lem that faces us? How much impaired 
hearing is there in our population? 
What is its cost? No one really knows. 
Our literature contains various esti- 
mates of significant hearing that 
range from 1 to 10 per cent of the to- 
tal population. Reports school 
surveys claim that 3 to 7 per cent of 
the children tested show § significant 
hearing loss. Fair surveys report that 
as high as 16 per cent of the partici- 
pants have significant hearing loss. 
Why, then, do we not know how much 
impaired hearing there is in our popu- 
lation 


One reason is loose terminology and 
confusion of terms. Trying to match 
the meanings of terms used in the 
various published reports on hearing in 
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the general population puts one in mind 
of Humpty Dumpty— 


“When J use a word,” Humpty Dump- 
ty said, in a rather scornful tone, “it 
means just what I choose it to mean— 
neither more nor less.” 


“The question is,” said Alice, “whether 
you can make words mean so many dif- 
ferent things.” 


“The question is,” said Humpty Dump- 
ty, “which is to be master—that’s all.” 


The Humpty Dumptys of audition have 
used “hearing loss” and “significant 
hearing loss’ interchangeably to desig- 
nate any deviation of 5 to 30 decibels 
from the zero setting on the attenuator 
dial. With such a range of interpreta- 
tions, no wonder the estimates of hear- 
ing loss in the general population vary 
widely. To prevent such semantic con- 
fusion in our reports, Dr. Hallowell 
Davis agreed to discuss the definitions 
of terms to be used at this conference. 


Other difficulties lie in the availabil- 
ity and reliability of information. When 
we search the published reports of hear- 
ing surveys, we sometimes find the in- 
formation we want is not available 
or the available information is not re- 
liable. For example, hearing loss in the 
general population is thought to be a 
function of age. Yet the precise ages of 
participants were obtained in only one 
general population hearing survey—the 
Wisconsin State Fair Hearing Survey. 
Often the age decade only is recorded. 
In some surveys, age has been estimat- 
ed by an attendant (and only two thirds 
of a control group seen by one attend- 
ant were placed even in the proper age 
decade ). 


So much for the supplementary data. 
How do the hearing levels themselves 
as reported from these surveys com- 
pare’ Unfortunately median thresholds 
of supposedly comparable age and sex 
groups differ by as much as 10 decibels 
at one or more frequencies. 


Is there any way of treating these 
incongruous data to obtain anything 
like a reliable estimate of the amount 
of impaired hearing in the general pop- 
ulation? We believe there is. The staff 
of our Research Center devotes much 
time to statistical analyses of tens of 
thousands of audiograms in an attempt 
to determine the status of hearing in 
industrial and nonindustrial popula- 
tions. We now know that we are not 
justified in directly comparing the 
median thresholds of different samples 
unless we are certain that testing en- 
vironments were acoustically the same; 
that audiometers were properly cali- 
brated, frequently checked and proper- 
ly cared for; and that testing tech- 
niques were consistent and identical. In 
other words, we are limited in direct 
comparisons of median data, to data 
that we ourselves have collected. Even 
then things are not rosy. 


In a recent survey conducted by the 
Research Center Staff, we found sig- 
nificant differences of the order of 10 
decibels between median thresholds of 
two similar groups tested with the same 
technique, in the same environment, but 
on different audiometers. The acoustic 
outputs of the audiometers were within 
2 or 3 decibels of each other when 
checked with an artificial ear. Appar- 
ently the source of the discrepancy was 
in the pattern of the radiated sound 
from two different types of earphone 
on the two audiometers. 


It has been our general experience, 
however, that the shapes of distribu- 
tions of hearing loss in groups of per- 
sons under 20 years of age are almost 
identical from sample to sample. This 
obtains whether the source is an in- 
dustrial or general population. Because 
of this high degree of agreement in 
shapes of distributions between samples, 
we assume that the absolute differences 
we have found to exist between median 
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TABLE 1. 


HEARING Loss AMONG MALES IN THE UNITED STATES Wuo Are 10 To 59 YEARS or AGE 


| MALES WITH MALES WITH 
GROUP SIZE HEARING LEVEL OF HEARING LEVEL OF CONFIDENCE 
AGE OF 15 DB OR MORE DB OR MORE LIMITS 
SAMPLE at 1000 c/s at 1000 c/s OF 99.7% 
OF NUMBER IN OF | NUMBER IN 
SURVEY | U.S. POPULATION SURVEY | U.S, POPULATION 
TESTED ( EXTRAPOLATED ) TESTED | ( EXTRAPOLATED ) 
10-19 6,204 3%* 400,000* 1%* | 100,000* + 2% 
20-29 8,542 3% 300,000 1% | 100,000 + 2% 
30-39 7,000 6% 700,000 15% | 200,000 + 2% 
40-49 6,836 12% 1,300,000 3% | 300,000 + 2% 
50-59 2,867 21% 1,700,000 4% 330,000 + 3% 
| 
10-59 31,449 About 4,400,000T About 1,030,000+ 


* Percentage and extrapolated figures are rounded 
7 Out of 54,000,000 (U. S. 1955 Census) 


audiograms are artifacts of the measur- 
ing process and do not represent real 
differences in the status of hearing. 


Our present procedure is to assume 
that subjects under 20 years of age have 
normal hearing on the average and to 
use the median threshold of their ears 
as the reference level for reporting 
median thresholds of other age groups. 
Such an “adjustment” to the median 
audiogram is statistically proper if sam- 
ple-to-sample differences in this young- 
est group vary within the range of the 
standard error of the mean of the popu- 
lation, that is, within the parameter es- 
timate of the mean hearing loss. 


We feel justified in assuming that 
these young ears have not been exposed 
to noise long enough to have acquired 
noise-induced hearing loss and, fur- 
ther, that no significant difference in 
pathology exists between samples of 
young persons. If these assumptions 
are valid, as they seem to be, then no 


significant difference exists on the av- 
erage in the youngest ears in the vari- 
ous samples. Reported differences must 
be due to variations in equipment, test- 
ing technique, masking at the lower 
frequencies or some other factor. 


In comparing adjusted median 
thresholds in several separate samples 
of the population we find that cumu- 
lative distributions of hearing loss agree 
rather well. At 1000 c/s the spread of 
hearing loss between medians for sev- 
eral groups of 20-to-29-year-olds is on- 
ly two decibels. The largest spread be- 
tween medians for any age group is six 
decibels, and this occurs, as might be 
expected, in an older age group, the 
50-to-59-year-olds. 


A summary of our analyses of survey 
data, both industrial and general, is 
given in figure 1. The table shows the 
percentages of males tested in various 
surveys who have hearing levels at 
1000 c/s of 15 decibels or more and, 
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also at 1000 c/s levels, of 30 decibels or 
mere. Percentages are given for the five 
decade age groups between 10 and 60 
years. For our purposes we consider a 
hearing level of 15 decibels the upper 
limit of average normal hearing and 
one of 30 decibels a very significant 
hearing loss. The percentages listed are 
averages from several separate cumu- 
lative distributions of hearing loss. 
These averages represent audiograms 
from general population surveys and 
from industrial pre-employment hear- 
ing tests made in many different plants 
in widely scattered locations in_ the 
United States. 


In the 10-to-19-year age group, 3 
per cent of the males tested in the sur- 
veys had a hearing level of 15 decibels 
or more and only 1 per cent had a hear- 
ing level of 30 decibels or more. In the 
50-to-59 age group, however, 21 per 
cent had a hearing level of 15 decibels 
or more and 4 per cent had a hearing 
level of 30 decibels or more. Remember 
that these figures are for thresholds at 
1000 c/s only. 


Next we extrapolate from these data 
to the possible amount of hearing loss 
to be found in males in the total popu- 
lation. Using the 1955 census figures, 
we estimate that approximately 4,400,- 
OOO males between the ages of 10 and 
59 have hearing levels of 15 decibels or 
more at 1000 c/s, and of these approx- 
imately 1,030,000 have a very signifi- 
cant loss—a hearing level of 30 decibels 
or more. These figures would be tre- 
mendously larger if we could add males 
over 59 and all females over 10 years 
of age who have hearing impairments. 
The magnitude of the problem is self 
evident. 


Are we justified in making this ex- 
trapolation for males? Statistically, yes. 
The sample sizes used in our survey 


data are large enough to place our re- 


sults within the 2 per cent confidence 
limit in all but one age group—the 50- 
to-59-year-olds—where the results are 
within 3 per cent confidence limits. 


The accumulated evidence strongly 
supports our contention that this is a 
reasonably close first estimate of the 
amount of hearing loss that exists in 
the general population. May I repeat: 
approximately 4,400,000 males between 
the ages of 10 and 59 have a hearing 
level of 15 decibels or more at 1000 c/s 
and, of these, approximately one fifth, 
or 1,030,000, have a hearing level of 30 
decibels or more at 1000 c/s. Hearing 
loss in the general population is a seri- 
ous health problem. 

What are the costs of hearing loss 
and hearing conservation? Again, we 
have no over-all figures but we can ex- 
trapolate some from the costs borne by 
such special groups as the military, in- 
dustry, and schools for the deaf. 


Compensation for hearing loss in- 
curred in military service amounts to 
tens of millions of dollars. The current 
annual cost to the Veterans Adminis- 
tration for service-incurred hearing loss 
is $42 million. And this is for compen- 
sation payments only. To it must be 
added the cost of hearing aids and their 
upkeep. 


What about the potential cost of 
hearing loss to industry? Referring to 
figure 1 again, we see that there are 
1,700,000 50-to-59-year-old males with 
hearing levels of 15 decibels or more 
at 1000 c/s. Perhaps 10 per cent of 
these males are eligible to file claims for 
workmen’s compensation. Under the 
provisions of laws like the Wisconsin 
law, if the average claim amounts to 
about $1000, the total cost would be 
$170 million in this age group alone— 
a fraction of the total population. 
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What is the potential cost of conser- 
vation’ There are about 54 million 
men of employable age in the United 
States. Perhaps one million employees 
have their hearing tested annually at a 
cost to industry of about $3 each. This 
estimate includes the cost of lost pro- 
duction time as well as the actual cost 
of administering the test. The annual 
cost to test only 2 per cent of the work- 
ing population amounts to $3 million. 
If, in addition, all employees were 
tested before hiring, as is recommend- 
ed by the medical profession, the an- 
nual bill would be increased by about 


$18 million. 


A very important part of hearing 
conservation in the general population 
is the school hearing-testing program. 
Individual tests in these programs cost 
on the average $0.75. The 1955 census 
reports about 40 million between the 
ages of 5 and 19. When only 10 per 
cent of these children are tested each 
year, the annual cost is $3 million. If 
all school children were tested every 
three years, it would amount to 13 mil- 


lion tests a year at an annual cost of 
$10 million. 


Add the costs of rehabilitation cen- 
ters, of public school special education 


programs, of maintaining 190 day 
schools and 72 residential schools 
for the deaf from public funds 


and 44 others from private funds; add 
further the cost of both basic research 
and applied research in hearing, and 
we see that the cost of hearing loss and 
its prevention comes high. It is reason- 
able, then, to make a highly critical ex- 
amination of our present programs 
with a view to improving them and to 
designing more effective programs in 
the future. 


EFFECTIVENESS OF PROGRAMS 


It is high time that otologists and 
audiologists took a close look at their 


work. How reliable are school audiom- 
etry and industrial audiometry? Few, if 
any, school programs have acceptable 
testing environments. Analysis of test 
results from six schools in a_ large 
city showed failure rates varying from 
1 to 10 per cent; but further studies 
showed the rates were more a function 
of testing conditions than of the chil- 
dren’s hearing. 


Environment is not the only problem. 
What about the general reliability of 
audiometry under nonlaboratory condi- 
tions? Analyses of serial audiograms 
shatter the myth that thresholds at any 
frequency are reproduced within plus 
or minus 5 decibels on repeat tests; that 
is, that all measured values of the 
threshold at a given frequency are re- 
peated within a range of 10 decibels. 
We have checked several sets of serial 
audiograms from three industrial sam- 
ples and from a group of selected hos- 
pital patients who were tested once a 
week to detect any changes in hearing 
caused by drugs administered for thera- 
peutic reasons. Considering all fre- 
quencies, the hospital group showed the 
least variability, probably because all 
tests were made by the same technician 
using the same audiometer which was 
kept in calibration. Even so, as many as 
40 per cent of the patients in this group 
showed variability of greater than 10 
decibels between successive audiograms. 
In the industrial samples as many as 85 
per cent of the persons tested showed 
variability greater than 10 decibels at 
4000 c/s. Certainly these analyses do 
not support the claim that audiometry 
is “good” to plus or minus 5 decibels. 


In some sets of serial audiograms 
taken in industrial plants, standard de- 
viations of changes in thresholds be- 
tween successive tests are excessively 
high. The environments in these plants 
may be a bit noisy, but we know that 
the technicians conscientious and 
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that the audiometers are sent in for 
yearly calibration. We know that a sin- 
cere attempt is made to do a proper job. 
In spite of these sincere attempts to 
make reliable tests, standard deviations 
as large as 13 decibels are not uncom- 
mon. This standard deviation of 13 de- 
cibels means that one third of the 
changes between successive audiograms 
are larger than plus or minus 13 de- 
cibels ; and this when in fact there has 
been no real change in the permanent 
status of hearing. 


What are the causes of variability in 
serial audiograms’? There are three po- 
tential sources: the technician, the 
equipment, and the subject himself. 


We are well aware that differences in 
technique result in different estimates 
of the threshold, but how reliable are 
repeat tests when the same technique is 
used consistently? We have a measure 
of reliability from the Wisconsin State 
Fair Hearing Survey. Standard devia- 
tions of differences between median 
thresholds of the groups tested by each 
of 19 testers were only 2.32 decibels at 
1000 ¢/s and 2.20 decibels at 4000 c/s. 
Although these tests were made under 
pressure and under survey conditions, 
the standard deviations compare favor- 
ably with those of data taken under 
laboratory conditions. Unfortunately 
this high degree of consistency between 
testers is rarely found. 


What about reliability of equipment? 
Headbands, earphones, cords, attenu- 
ators, interrupter switches, amplifiers, 
and other components tested in the field 
are found to be defective more often 
than we would ever have expected. The 
audiometer appears not to be the rug- 
ged reliable instrument it is generally 
considered to be. 


Variability due to the subject himself 
is probably about the same as the stand- 


ard deviation of auditory thresholds 
measured in the laboratory. That is, 
about 2.5 decibels on the average with 
occasional deviations larger than 10 de- 
cibels. Among possible causes of this 
occasionally large deviation are inat- 
tention, fatigue, temporary threshold 
shift and tinnitus. 


A great deal of what we subsequent- 
ly do depends on the results of the 
testing programs. Is it unreasonable, 
then, to ask the profession to examine 
critically the reliability of audiometry? 


What about the suitability of test ma- 
terial? Since 1945 we have evaluated 
hearing with pure tones, spondees, and 
phonetically balanced word lists. But 
how much have we learned about the 
social and occupational handicap pro- 
duced by hearing loss? What do we 
know, for example, about the effects of 
hearing loss on automobile driving? 
What do surgeons know about estimat- 
ing the reduction in handicap produced 
by surgical rehabilitation 


lor many years also we have “fitted” 
hearing aids by some sort of mumbo- 
jumbo evaluation ; but what do we real- 
ly know about the performance of these 
devices under everyday conditions? 


We have taught speech reading for 
many decades. What do we know about 
speech reading? We cannot even agree 
among ouselves whether it is a skill or 
an art. We have no precise tests for 
the improvement obtained by regular 
instruction in speech reading. Similarly 
we have taught auditory training for 
years, yet we cannot measure the ef- 
fectiveness even of intensive auditory 
training. 


Need I continue to point out that we 
must make a thorough examination of 
many of our present procedures? We 
can no longer continue to operate on 
the assumption that use has proved the 
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worth of these procedures, that there 
is no need to test their efficacy. 


Educators of the deaf are not entire- 
ly lily white, either. Consider the cri- 
teria for admitting students to schools 
for the deaf. Several years ago a sur- 
vey questionnaire revealed that no uni- 
form acceptable criteria were in general 
acceptance. Hearing tests of students 
in one of the foremost schools for the 
deaf showed that more than half of the 
children had sufficient residual hearing 
to get good results from the use of a 
hearing aid. I am sure the same situa- 
tion obtains in other schools. | am 
equally sure that it is not intentional 
but is the result of poor admission cri- 
teria. 


As chairman of this conference | 
would like to offer suggestions for your 
consideration in the working sessions 
that will deal with some of these diffi- 
culties. 


CASE FINDING 

Prevention is a particularly impor- 
tant part of hearing conservation. Pre- 
vention of loss of normal hearing and 
prevention of loss of residual hearing 
are equally important. [Either means 
case finding. Early case finding is most 
important to the success of eventual 
conservation. Here, early may mean at 
a very young age. lour different age 
groups lend themselves to good pro- 
grams of early case finding: children of 
preschool age, children of school age, 
adults of military age, and adults em- 
ployed in industry. 


It is with children of preschool age 
that early case finding pays off in the 
highest degree. Unfortunately, at this 
age it is difficult to test hearing. In 
my opinion, however, knowledge of 
even the approximate condition of a 
preschool child’s hearing is valuable 
enough to justify the effort required to 
obtain it. This conference could do a 


great service to the children of our 
communities by publishing acceptable 
methods for testing preschool children 
and by suggesting avenues of research 
through which better tests for these 
youngsters can be developed. 


The hearing of preschool children is 
the most neglected of any of the four 
groups. Because of the difficulty of de- 
termining the child’s status of hearing, 
he may be set aside without referral to 
centers equipped to test him until, as 
the examiner frequently says, he is “old 
enough to be tested.’’ By this time it is 
too late to make full use of his residual 
hearing. 


Pediatricians and general practition- 
ers in particular must be made aware of 
methods for determining the existence 
of impaired hearing in the preschool 
child. It is not necessary for the physi- 
cians to make a thorough check of the 
hearing, but only to determine with 
reasonable accuracy whether or not a 
hearing loss exists. If hearing loss is 
suspected, the child can then be re- 
ferred to a center where proper and 
thorough tests can be administered. As 
a result of these tests a program of 
training and therapy can be instituted 
to give a child the best use of the hear- 
ing he has or can have. 


Standard hearing tests are an accept- 
ed technique for evaluating the status 
of hearing in the other three groups. 
Members of these groups are at one 
time or another in a_ situation that 
makes testing reasonable and easy. 


At no other time in an individual’s 


life is it so easy to control his move- 


ments, at least for a portion of the day, 
as during school age. School testing 
programs are carried out in many com- 
munities throughout the United States, 
but there is much confusion about what 
methods of testing are to be used. Be- 
cause of wide differences in techniques, 
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test results are not comparable and 
there is a consequent waste of time and 
money. Recommendations by a national 
conference of this kind for improve- 
ment and standardization of testing 
techniques and environments should go 
a long way toward providing the nec- 
essary impetus for a critical evaluation 
of current school testing programs and 
for the initiation of such programs in 
areas where they do not now exist. 


Many children finish school without 
having had a hearing test. [f they go on 
into one of the military services or into 
industry, they may again have an op- 
portunity to be tested. The Air Force, 
the Army and the Navy are now pro- 
viding good testing facilities, and with- 
in a few years every man who enters 
the military service will be given a 
pure tone threshold hearing test. 


Industrial tests are not as widespread. 
The AAOO has recommended for the 
past 10 years that pre-employment audi- 
ograms be made for industrial em- 
ployees. Some companies have had 
hearing conservation programs in oper- 
ation for more years than that. But only 
a small fraction of industry as a whole 
provides hearing tests for employees. 
A word of encouragement from this 
conference and some suggestions about 
techniques, instrumentation and stand- 
ards would help to increase the number 
of active industrial hearing-conserva- 
tion programs. 


To improve our case finding we need 
answers to such questions as_ these: 
How can persons of all ages be screened 
earlier and oftener so that hearing de- 
fects which might otherwise persist un- 
detected for years may be discovered 
and proper referral made? How can 
persons or agencies not now concerned 
with auditory screening be mobilized to 
assist private physicians and others who 
are? What can State and local health 
departments do? What more can labor 


and industry do’ What can government 
agencies, Federal, State, and local, do 
for their own employees? Who can 
best do the methodological experimenta- 
tion necessary to work out effective and 
economical methods of early case find- 
ing? How can the private practitioner 
be motivated to take an interest in hear- 
ing conservation ? 


The question is often asked, “Why 
urge case finding if the facilities for 
referral are inadequate?’ The answer 
is that before facilities will become 
available the demand for their use must 
be created. I do believe the latent de- 
mand exists and will become evident as 
good case-finding programs increase. 
In the early days of the Veterans Ad- 
ministration audiology program it was 
my job to set up some eight or ten 
audiology and speech correction centers 
in various parts of the country to care 
for disabled veterans. I often asked my- 
self, “Will there be enough patients to 
use all of these centers? Are we over- 
building, overstaffing, and will the Vet- 
erans Administration be criticized for 
initiating a program for which there 
was no real need?’’ My estimate of the 
magnitude of the problem, based on 
case-finding programs in the military 
services, was correct, however. As a 
matter of fact, not only the original 
centers but several later additions as 
well are now so busy that they cannot 
handle all the referrals. This obtains in 
spite of the development of many uni- 
versity centers with Veterans Admin- 
istration contracts. 


The demand for good nongovern- 
mental evaluation centers is becoming 
evident, and in my opinion these centers 
will soon begin to appear. One of the 
purposes of this national conference is 
to develop criteria for semi-automatic 
referral to such centers—to centers 
where proper otological and audiological 
advice can be obtained. 
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MEDICAL CARE AND REHABILITATION 


Case finding leads to medical care 
and medical care leads to rehabilitation. 
The purpose of rehabilitation is to ef- 
fect partial restoration of functional 
hearing, restoration beyond that which 
can be supplied by surgical or other 
direct medical means. 


Not that rehabilitation is not a medi- 
cal function. Far from it. And I do be- 
lieve the medical profession has been 
derelict in this respect. 


We have realized only very recently 
that after surgical and medical care, the 
job of teaching the patient to make use 
of what he has still remains. An im- 
portant function of the group on reha- 
bilitation will be to coordinate efforts 
of rehabilitation and of habilitation. 
Where does one start and the other 
end? How can the audiologist, who is 
primarily concerned with rehabilitation, 
be used to assist the educator who is 
primarily concerned with habilitation? 
How can medical and paramedical pro- 
fessional workers assist teachers of the 
deaf and impaired hearing persons, and 
vice versa 


One of the most important problems 
we face in rehabilitation is how to effect 
placement of children with impaired 
hearing in schools for so-called normal- 


hearing children. At many _ schools, 
children who have been successfully re- 
habilitated with a prosthetic device are 
treated as though they were still deaf 
and are not allowed to enter into nor- 
mal public school functions. This con- 
ference could do these children a great 
service by recommending criteria for 
determining which rehabilitated  chil- 
dren should be allowed to enter public 
school training programs. Admittedly, 
the impaired-hearing child who has 
been rehabilitated is limited to a certain 
degree. But is he any worse off than the 
child who has difficulty learning or the 


child who does not apply himself’ Are 
not these children at least as much of 
a problem to the public school teacher 
as a properly rehabilitated child with 
impaired hearing? Why should there be 
discrimination against the child who 
wears a hearing aid? 


TRAINING AND RESEARCH 


Proper programs of case finding, 
care of the impaired-hearing patient 
and rehabilitation cannot be provided 
without the information that comes 
from research and without the proper 
training of personnel to conduct such 
programs. Basic research in audiology 
and otology is currently being carried 
on at several different centers in the 
United States. Financial support for it 
is supplied in part by the National In- 
stitutes of Health. Applied research, 
however, also needs assistance. Some 
projects are supported by the Office of 
Vocational Rehabilitation but by and 
large our over-all program of applied 
research is disorganized and_ poorly 
financed. This group would do well to 
point out ways and means of conduct- 
ing and organizing an applied research 
program. 


Efforts are being made to improve 
the training of audiological personnel 
in many institutions, but we have a long 
way to go. The need is great for prop- 
erly trained special-education teachers 
in the public schools, particularly teach- 
ers for children with impaired hearing. 
Current medical training in otology is 
far from satisfactory as a whole. The 
American Speech and Hearing Associa- 
tion has outlined requirements for basic 
and advanced training programs in 
audiology, but no group has come forth 
with — specific for 
training special-education teachers in 
public schools or for specific improve- 
ment of otological training. 
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Included in this conference member- 
ship are men and women who are fa- 
miliar with techniques for teaching the 
deaf. In cooperation with your confer- 
ence colleagues you should be able to 
develop standards for education of 
teachers of the deaf, standards that are 
current and that incorporate modern 
teaching methods. 


Time does not permit me to exhaust 
the list of possible recommendations to 
the working groups. These are but some 
of the problems we are met here to 
solve. With a great deal of insight Dr. 
A. L. Chapman has succinctly summa- 
rized the goals of this meeting: 


1. To bring into focus the size and 
nature of the impaired hearing problem. 
2. To prescribe activities that could 
be engaged in which would improve 


services that are now being rendered 
in the areas of case finding, care, reha- 
bilitation, research and training. 


3. To point out new personnel and 
fiscal resources that might be mobilized 
to expand and improve the services 
rendered those with impaired hearing 
(specifically local, State and ederal 
health agencies ). 


4. To designate areas of productive 
research and types of training. 


5. To produce a document that could 
be used in promoting the development 
of the expanded hearing conservation 
activities. 


6. To help hearing conservation com- 
pete with such headline getters as ‘“Ra- 
diation,”’ “The Aging,” “Cancer” and 
“Poliomyelitis.” 
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Group A 
EARLY CASE FINDING (DETECTION) 


Chairman 


Peter N. Pastore, M.D. 


Recorder 
Dr. EARL SCHUBERT 
Key Members 
Mr. JAMES CUTLER 
Meyer S. Fox, M.D. 


RicHARD Marcus, M.D. 
Mr. DANIEL SULLIVAN 


What do we mean by early case- 
finding? Early in life? Or early in 
an impairment so there will be a 
minimal loss throughout life? 


What age groups are best suited 
to early case finding? Why is it im- 
portant? How can we best find 
persons with hearing impairment, 
and what should be done with 
them? What methods of referral 
are successful today? What fol- 
low-up methods? What methods 
should we recommend? 


Finally, who is responsible for 
all this—who is going to get the 
. ? 
job done?—from the group chair- 
man’s opening remarks. 


REPORT AND RECOMMENDATIONS 
I. /mportance of Early Discovery 


Any complete hearing conservation 
program must include the earliest prac- 
ticable discovery of hearing impairment 
at all ages and provide for such refer- 
rals as will ensure proper preventive, 
curative or rehabilitative measures. The 
importance of early discovery can 
scarcely be overstressed. It may mean: 


Possible improvement or arrest 
of a progressive hearing loss. 


Maximum early use of residual 
hearing for speech development. 

Alleviation of emotional and so- 
cial problems. 

Early use of specific rehabilita- 
tive measures. 

Accurate school placement as 
soon as feasible. 

Help for parents and other fam- 
ily members before problems de- 
velop. 

Vocational rehabilitation where 
applicable. 


Ll. Consideration by Age Groups 


Problems and methods of early dis- 
covery can well be discussed by age 
groups although some factors are com- 
mon to several or all ages. 


A. For the preschool age groups, the 
usual testing procedures are not pre- 
cise enough, but careful otological eval- 
uation and observation of the child’s 
behavior will yield useful information. 
Therefore, parents, family physicians, 
pediatricians and other medical or para- 
medical personnel entrusted with the 
care of children should be made acutely 
aware of how important it is to recog- 
nize any hearing loss promptly. The 
conference recommends: 
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1. That parents be taught to 
recognize any behavior of infants 
and preschool children that indi- 
cates hearing loss. This might be 
done through PTA groups, through 
publicity released by national or- 
ganizations, or through any other 
suitable medium. 


2. That nursery school teachers 
be taught to recognize the behavior- 
al symptoms of hearing loss and to 
be conversant with referral pro- 
cedures. 


B. In the school-age group, the first 
problem appears to be how frequently 
the population should be screened for 
hearing loss. Frequent testing is ad- 
mittedly desirable, but current practice 
is a compromise between the economic 
and the ideal. As more efficient screen- 
ing methods are devoloped, the interval 
between tests might be shortened. 


Current screening methods vary 
widely. They need to be critically eval- 
uated and standardized. A good screen- 
ing test must discover all existing im- 
pairments, but it must not create false 
alarms or unduly burden follow-up per- 
sonnel. 


A second problem is an adequate 
channel of referral. Whenever a hear- 
ing loss is discovered by testing but not 
channeled through to complete diag- 
nosis and the needed therapy, early dis- 
covery loses its efficacy. In various lo- 
calities such groups as County and State 
medical societies, school and_ public 
health authorities, local and State ear, 
nose and throat societies, individual 
otologists or hearing and speech centers 
have been of great help in this respect. 
The conference recommends: 


1. That a special study committee 
be established for critical evalua- 
tion and standardization of the var- 
ious screening methods. 


2. That this matter be brought 
to the attention of the appropriate 
national organization. 


3. That whenever hearing im- 
pairment is suspected, the first step 
be a medical referral for complete 
otological examination and audi- 
ological evaluation. 


C. The 18-65 age group is found 
largely in schools, colleges, residential 
institutions, business, industry, agricul- 
ture, the professions, the Armed Serv- 
ices, and in the household population. 
The conference recommends: 


1. That early detection be in- 
creased by emphasizing hearing 
tests in pre-employment, pre-en- 
trance and induction examinations 
and in periodic medical rechecks. 


2. That every such hearing test 
include a pure-tone air-conduction 
audiogram and such other proce- 
dures as are indicated. 


3. That periodic preventive re- 
checks be made in high school, col- 
lege and other groups—especially 
of those persons who are exposed 
to hazardous noise, ototoxic drugs, 
infection or other agents which 
might produce hearing loss. 


D. The over-65 age group is a large 
and growing part of our population, 
peculiarly prone to hearing impairment. 
Making services available to this group 
becomes more difficult for a number of 
reasons: 


Widespread low income or depend- 
ency. 


Conditions that make hearing tests 
more time-consuming. 


A certain indifference in both those 
affected and those concerned with care 
of this group. 
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Much misapprehension and misin- 
formation concerning communication 
problems in this group. 


The above considerations argue that 
methods used in other age groups will 
not adequately serve the over-65 popu- 
lation. The conference recommends : 


1. That detection of hearing im- 
pairments in this group be empha- 
sized. 


2. That all medical examinations 
for retirement, for admission to 
convalescent homes, or the like, in- 
clude pure-tone air-conduction au- 
diograms and such other hearing 
tests as are indicated. 


3. That the whole question of 
early-detection techniques for this 
group be further explored. 


Ill. Responsibility 


A vital thread running through all 
age groups in the process of early de- 
tection is the assigning of responsibility. 
It is difficult to outline a standard pat- 
tern to fit all situations. But the gov- 
erning principle is that in each case 
someone must make certain that in any 
locale an adequate screening and fol- 
low-up program is set in motion. This 
may be local interested medical people, 
local public health personnel, school of- 
ficials, school or industrial nurses, the 
local hearing society chapter, a hearing 
and speech center, private agencies, 
some civic-minded individual, or a lo- 
cal welfare agency. 


But someone must supply the motiv- 
ation for seeing that the early detection 
program is carried out regularly. In ad- 
dition—whatever group or individual 
assumes responsibility—it is recom- 
mended that medical supervision be an 
integral part of the total program. 


IV. Summary of Recommendations 


1. That there be an increased 
systematic education of the public 
and of medical and paramedical 
personnel in the importance of nor- 
mal hearing and the nature of 
hearing problems. 


2. That there be medical super- 
vision of, and participation in, 
early detection activities. 


3. That a concentrated study be 
made of the possibility of standard- 
izing screening tests, including the 
establishment of referral criteria. 


4. That every complete physical 
examination include a_pure-tone 
air-conduction audiogram. 


5. That support be made avail- 
able for collecting and disseminat- 
ing information on current tech- 
niques in the hearing testing of the 
infant and preschool child. 


6. That a pilot study in detection 
and management of hearing prob- 
lems in individuals over 65 be un- 
dertaken and assessed before full- 
scale detection activities are initi- 
ated. 
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Group B 
CARE OF PERSONS WITH IMPAIRED HEARING 


Chairman 
DEAN M. M.D. 


Recorder 
Mrs. Marton P. Downs 


Key Members 


Dr. Moe BERGMAN 
Dr. Scotr REGER 
Dr. Ropert E. Roacu 
Dr. FREEMAN MCCONNELL 


What is meant by care? 

How can we guarantee that cases 
will be referred to the proper per- 
sons? 

What are minimum standards 
for examinations? Can we specify 
adequately trained medical person- 
nel to make the medical examina- 
tions? Can we specify adequately 
trained testing personnel? Can we 
specify minimum standards for 
testing facilities and equipment? 

Can we specify minimum test re- 
quirements for hearing aid evalu- 
ation? 

Can we specify standards for 
counseling and educating parents? 
How can we ensure referral in this 
area? Who shall give the counsel- 
ing? 

How can needy persons get the 
necessary evaluation testing 
when a hearing aid is recommend- 
ed? 

Shall periodic medical and audi- 
ologic rechecks be recommended? 
How can they be implemented?— 
from the group chairman’s open- 
ing remarks. 


REPORT AND RECOM MENDATIONS 


I. Initiating Care 


A. The care of persons with impaired 
hearing should begin with a medical 
and otolaryngologic examination rather 
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than with a nonmedical or a commercial 
service. Care should also include prop- 
er recommendation and referral to oth- 
er services, where indicated, for such 
rehabilitation measures as counseling 
and guidance on the use of a hearing 
aid, lip reading, auditory training, 
speech training, special educational 
placement or procedures, and vocational 
guidance. 


B. It is urged that school authorities 
and physicians, medical practitioners 
and other referral agencies refer peo- 
ple with hearing impairment who re- 
quire otologic examination to otolaryn- 
gologists who are Board certified or 
have equivalent training. There are too 
few well-trained otorhinolaryngologists, 
and this situation should be corrected. 
If the otologist lacks proper equipment 
for complete audiologic service as de- 
fined below, he should refer to another 
facility that possesses it. 


An eye examination is also essential 
to ensure good visual compensation in 
the case of a hearing loss. 


Il. Audiologic Facilities 


A. The establishment of more and 
improved comprehensive speech, hear- 
ing and otology centers is urged. It is 
highly desirable that otologic and audi- 
ologic facilities be in the same location 
for maximum efficiency in referrals and 
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for intercommunication of professional 
staff. Where such facilities are far 
apart, provisions should be made for 


the otologist to make his examination. 


in the audiologic center. Centers de- 
voted to the hearing problem should al- 
so be devoted to all aspects of the oral 
communication process, with adequate- 
ly qualified people in the related fields 
to provide over-all communication eval- 
uation. Each center should be equipped 
to make a differential study of deficien- 
cy in speech and language development 
of both adults and children. 


B. The following minimum stand- 
ards are recommended for the audio- 
logic facilities which will evaluate the 
rehabilitation needs: 


1. Personnel for audiologic fa- 
cilities should have the training and 
experience to meet the standards 
for certification by the American 
Speech and Hearing Association; 
to wit: basic hearing certification 
for the supervised personnel, ad- 
vanced hearing certification for su- 
pervisory personnel. 


2. Rooms for hearing tests should 
meet the specifications of the 
AAOO Guide on Conservation of 
Hearing in Noise or those of the 
American Standards Association 
(ASA), now in preparation. 


3. Monaural pure tone air and 
bone conduction and speech audi- 
ometry with calibrated masking, as 
provided by ASA standards for 
diagnostic audiometers, should be 
available. 


4. Facilities for loudspeaker test- 
ing of hearing for speech should 
be included. For audiology centers, 
adjacent sound-isolated testing 
rooms, with the appropriate equip- 
ment, are essential. 


C. The hearing facility should be in 
a position to give expert counseling and 
guidance on the need for a hearing aid, 
its selection and the orientation and 
training requisite to its use. Additional 
rehabilitation measures such as lip read- 
ing, auditory training, speech training, 
and psychological counseling should be 
available. 


D. Particularly where public funds 
are used for hearing aids, it should be 
the responsibility of the otologist to see 
that the beneficiaries obtain complete 
audiologic evaluation in a proper facil- 
ity, guidance in the selection and use 
of a hearing aid, and a suggested pro- 
gram for rehabilitation. 


FE. If the patient and his family are 
in need of services such as psychologic- 
al, psychiatric, or health-welfare agen- 
cies provide, they should be referred to 
the appropriate agencies, and where 
other types of services are needed, to 
the appropriate community services. 


Ill. Provisions for Medically Indigent 
and Needy Cases 


A. Many people are eligible for med- 
ical or rehabilitative assistance but are 
not receiving proper care because of 
lack of information. It is recommended 
that information about services provid- 
ed by Federal, State, and local agencies 
be widely disseminated through an in- 
creased U. S. Public Health Service 
and Office of Vocational Rehabilitation 
information program. 


B. Additional funds should be pro- 
vided to make adequate services avail- 
able to others, especially children and 
aged persons, who are not presently 
eligible for them and are unable to meet 
the costs themselves. We recommend 
reliance for the appropriate services on 
a local or State level when available. 
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When this is not feasible, it is recom- 
mended that the U. S. Public Health 
Service provide leadership to meet 
these needs and assume responsibility. 


IV. Provisions for Follow-up 


A. Cases of known hearing impair- 
ment should have periodic otologic and 
audiologic rechecks. 


B. The centers themselves should be 
responsible for carrying out the follow- 
up program, either at the center or, 
when distances are involved, through 
the appropriate local agency or indi- 
vidual. 


C. Periodic checkups and follow-ups 
are not adequate at present, and it is 
urged that there be more coordination 
between hearing centers, otologists, and 
other agencies involved in the care. We 
strongly urge that all groups in the 
community which have an interest in 
hearing conservation (including repre- 
sentatives of such State and Federal 
agencies as the Division of Crippled 
Children, Maternal and Child Health, 
and Bureau of Vocational Rehabilita- 
tion) make an effort to meet together 
periodically and coordinate their activi- 
ties. 


V. Prevention 


A. Pertinent information should be 
disseminated by the appropriate Feder- 
al, State and local health agencies, and 
by societies and professionally qualified 
individuals, to parents, physicians, edu- 
cators and other professional workers, 
on the problems of hearing impairment 
and its prevention. The information 
should include such items as: 


1. The effects on hearing of in- 
fection, diseases, noise, RH factor, 
and such drugs as quinine, aspirin, 
streptomycin and other antibiotics 


as these pertain to the medical 
practitioner. 


2. The cause, onset and mani- 
festations of both acquired and 
congenital hearing impairment. 


3. habilitative and 
rehabilitative needs in both partial 
and profound hearing impairment. 


4. The nature of proper otologic 
and audiologic care, as suggested 
by this conference. 


B. Implementation of the Informa- 
tion Program can be accomplished 
through: 


1. Parent education groups. 


2. Hearing conservation com- 
mittees, which might be established 
on the model of this conference, at 
local, State and national levels. 


3. Local service clubs, as stimu- 
lated by national institutes estab- 
lished for the purpose. 


4. Such existing information 
programs as those of the American 
Hearing Society and other profes- 
sional and lay groups. Expansion 
of these is to be encouraged. 


C. It is urged that otologic societies 
establish continuous liaison with general 
practitioners, pediatricians and_ other 
professional groups to constantly dis- 
seminate information on hearing prob- 
lems and conditions leading to hearing 
impairment. 


VI. Criteria for Educational Placement 


A. Criteria based on otologic, audi- 
ologic, psychologic and social evaluation 
should be established for the education- 
al placement of children with hearing 
impairments. 
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B. Every child entering a school or 
program for the deaf should have prop- 
er physical, otologic, audiologic, psy- 
chologic and social evaluation before 
being admitted. Criteria for educational 
placement in special classes or integra- 
tion into the regular school program 
should be based on similar evaluation. 


VII. Investigation of Dysacusics 


The problem of educational manage- 
ment of the dysacusic child (for ex- 
ample, the child with brain damage) 1s 
of particular concern to this conference, 
since children with these disorders are 
most often seen on a complaint of deaf- 
ness. The management of this category 
of communication disorders is a sub- 
ject for urgent study. 


VIII. Su vey of Needs 


A. It is strongly recommended that 
the Division of Special Health Services 
of the U. S. Public Health Service 
make use of available consultant spe- 
cialists to survey and evaluate existing 
facilities and to encourage the develop- 
ment of additional facilities where in- 
dicated. The selection of such consult- 
ing specialists could be made with the 
assistance of the American Academy of 
Ophthalmology and Otolaryngology and 
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the American Speech and Hearing As- 
sociation in otology, audiology or com- 
parable groups in such related fields as 
psychology, psychiatry, social service 
and public health nursing. 


B. Medical schools are urged to give 
more time to the training of medical 
students, general practitioners and pe- 
diatricians, in the problems of hearing. 
Recent findings indicate that a signifi- 
cant portion of the time of physicians 
will be spent on treatment of diseases 
of the ear, nose and throat. 


C. In view of the demonstrated re- 
lationships between advancing age and 
deafness, it is recommended that spe- 
cial efforts be made to investigate the 
needs of the growing problem of the 
aged in respect to hearing. 


LD). We recommend that the appro- 
priate lederal agencies encourage na- 
tional, State and local agencies to es- 
tablish much needed educational and re- 
habilitative facilities for those with 
hearing impairment in cities and local 
communities in those areas where such 
facilities do not exist at present. In 
addition there is a need for more non- 
residential facilities for the deaf in local 
communities. 
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Type of 


Problem MEDICAL EDUCATIONAL SOCIOLOGICAL 


Professional Audiology and 


Medicine Social Science 
Field Special Education 


~ 


~ 


- 
~ 


2 < > ~ 


Medical Communicational Vocational 
Habilitation Habilitation Habilitation 
and and and 
Rehabilitation Rehabilitation Rehabilitation 


THE TOTAL PERSON 


Ficure 1. 


\ 
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Group C 
HABILITATION AND REHABILITATION 


Chairman 
FRANCIS L. LEDERER, M.D. 
Recorder 
Dr. RAYMOND CARHART 
Key Members 


Dr. RICHARD SILVERMAN 
Norton CANFIELD, M.D. 
Dr. MrrRiAmM PAULS 


Since care of the handicapped 
represents the level of our civili- 
zation, rehabilitation must take a 
man from where he is to where he 
wants to go. It should make him 
self-sustaining, educationally ade- 
quate and, perhaps, if we can 
achieve it, socially invincible. 


We would like to offer for medi- 
cine, for audiology, for speech 
pathology and for social service 
such goals as would mean the resti- 
tution of the total person—from 
the chairman’s opening remarks. 


l..4 Frame of Reference 
igure 1 emphasizes: 


1. The three main groups of problems 
involved in the complete habilitation or 
rehabilitation of an individual. 


? 


The three professional fields con- 
cerned. 


3. The major responsibilities of each. 
4. The constant need for interaction 


and cooperation to achieve the goal. 


Medicine must strive for physical 
habilitation and rehabilitation to assure 
the patient’s full readiness for such 
educational and social help as we can 
give. 


Audiology and the allied linguistic 
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specialties must conduct the communi- 
cational habilitation and rehabilitation. 


The psychological, social and voca- 
tional services must undertake the tasks 
of integrating the individual with his 
environment. 


Each task is the major responsibility 
of one professional area. But each area 
must constantly cooperate, consult and 
interact with the others. The habilita- 
tive tasks must be carefully integrated 
at all times. The goal is to develop the 
total person to his maximum effective- 
ness in view of his personal configura- 
tion of limitations and potentials—phys- 
ical, communicative and social. 


Il. Some Major Problems 


What follows is a discussion of some 
of the problems involved. Some recom- 
mendations toward their solution are 
presented in Section III. 


A. A major question that requires 
clarification is what professional per- 
son or group shall be responsible for 
primary management and control of the 
habilitation and rehabilitation program. 
The group recognizes that the physi- 
cian must control the medical aspects, 
but it 1s divided on the best pattern for 
primary control of the other facets. All 
recognize that present patterns of re- 
sponsibility vary from one situation and 
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locale to another. Among the variant 
causes are individual professional en- 
thusiasms, differences in the availabil- 
ity of professional specialties, diversi- 
ties in professional philosophy and in 
what the public feels and expects as it 
seeks help in hearing. 


In many places, so little concerted 
attention is given to hearing problems 
that the assumption of primary respon- 
sibility is entirely a matter of chance. 
Here the first step in developing team- 
work to cope with the habilitative needs 
of the hard-of-hearing must be the local 
establishment of appropriate profes- 
sional services. It is also recognized 
that a particular pattern of primary 
management may logically vary with 
the age of a patient, the type and se- 
verity of his hearing problem and his 
individual needs. 


Certainly the proper patterns of re- 
sponsibility for primary management 
present no simple problem. But it is a 
problem that must be thoroughly studied 
and clarified with insight if the best 
interests of the individual are to be 
served. 


B. A related question is how best to 
integrate the flow of services, both pre- 
rehabilitative and rehabilitative, so as 
to encourage the best interprofessional 
cooperation for serving most effectively 
the individual with impaired hearing. 


C. Much more clarification of the 
relative complexities of rehabilitative 
tasks is needed. Some children and 
adults have easily handled difficulties. 
Others present disorders that require 
extensive and prolonged interprofes- 
sional attention. A discerning descrip- 
tion and classification of the diverse ha- 
bilitative and rehabilitative activities— 
one that sharply distinguishes the sim- 
ple from the complex—is_ urgently 
needed. 


D. We also face the disturbing prob- 
lem of organizing fully effective pro- 
grams for those whose handicaps are 
multiple as well as for those, like the 
aged, whose hearing impairments are 
at present imperfectly understood or 
improperly appreciated. 


Ek. In short, a full analysis is de- 
manded of scope, demand and proper 
procedure for a wide and complex va- 
riety of human needs. The planning of 
the ultimate in nationwide management 
of those with impaired hearing must 
rest on a realistic “job analysis” based 
on the nature of the human needs in- 
volved and the effectiveness of different 
procedures for coping with them. Such 
a job analysis should first avail itself 
of the information we already have. It 
can properly begin with a review of 
present practices and organizational 
patterns. In different locales different 
ways of handling similar problems have 
evolved and a thoughtful study of these 
different ways can be an important first 
step to understanding the diversity of 
the tasks ahead. Particularly, we must 
look for multiple solutions where multi- 
ple solutions will serve us best. 


I’. A major problem—the shortage of 
facilities and qualified personnel—has 
been stressed by another work group. 
It should be noted that these shortages 
greatly restrict the availability of ha- 
bilitative services in many parts of the 
Nation. 


G. The group also recognized that 
problems of financing programs for ha- 
bilitation and_ rehabilitation are of 
prime importance and must be met 
realistically. The method will, of course, 
vary with the locale and the type of 
program. 
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H. The problem of establishing 
standards for programs in habilitation 
and rehabilitation is extremely complex. 
One aspect is the determination of ap- 
propriate requirements for centers and 
programs offering services. A second 
is the refinement of specifications for 
the services themselves. A third is the 
designation of the qualifications of the 
professional personnel. The group did 
not undertake to outline the mechan- 
isms whereby standards can best be 
perfected and implemented. 


I. The techniques of habilitation and 
rehabilitation need to be re-examined 
for improved effectiveness and enhanced 
benefits. 


J. An allied problem 
preciated is the need for a careful 
analysis and definition of habilitative 
and rehabilitative goals that are real- 
istic for different types of individuals 
with different types of hearing impair- 
ment. We currently structure our goals 
subjectively and intuitively without any 
systemic empirical evidence that such 
goals are reasonable. We must realistic- 
ally revise communicational goals, vo- 
cational goals, and social adjustment 
goals to the extent that a study of facts 
reveals need for such revision. In some 
instances we will undoubtedly adopt 
more demanding goals. 


not always ap- 


K. One pressing problem is to de- 
termine why it is often so difficult to 
get hard-of-hearing adults to undertake 
a rehabilitational program. Many of 
these individuals seem to be satisfied 
with their restrictions in interpersonal 
life. They seem to have lost interest 
in regaining their former auditory and 
personal efficiencies. Are we expecting 
too much where such persons are con- 
cerned? Or do they need special en- 


couragement to kindle a desire for re- 
habilitation? Are they merely unin- 
formed about what they can gain from 
available services? Whatever the rea- 
son, the fact remains that rehabilitation 
of adults with hearing impairment has 
lagged because many adults have been 
slow to accept it. 


L. Insufficient attention has been giv- 
en to a study of the psychological im- 
pact of hearing impairment and to the 
establishment of procedures for allevi- 
ating this impact. Some people do not 
seem to want to hear well again, others 
have made their hearing impairment a 
major personal tragedy, and so on. Even 
rehabilitation in some instances may 
have a psychological impact that evokes 
social problems in another area of an 
individual’s life unless appropriately 
managed. 


M. The final problem is that of in- 
forming the general public, persons 
with hearing difficulties, and the pro- 
fessional community of our Nation of 
the scope and potential of habilitation 
and rehabilitation for those with im- 
paired hearing. 


Our programs can never be fully ef- 
fective so long as the general public re- 
jects persons with hearing difficulties 
because it does not understand them and 
their problems. 


Our programs can never be fully ef- 
fective so long as these persons them- 
selves do not appreciate the help which 
the programs offer them. 


Our programs can never be fully ef- 
fective so long as the total professional 
community is not alert enough to their 
existence to make proper referrals and 
to seek appropriate services. 


Thus, the establishment of new and 
major channels for nationwide distri- 
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bution of information on hearing im- 
pairments and their management is a 


prepare informative listings of all 
services for the hearing impaired 


critical need. 


I] 


I. Recommendations 


The following recommendations 
emerged from the discussion of the 


problems outlined above: 


1. Existing programs and sys- 
tems for both habilitation and re- 
habilitation should be studied at 
length to assess the prevalence and 
effectiveness of the various pat- 
terns of responsibility for primary 
management which are now in use. 
It should be determined which pat- 
terns work best under what cir- 
cumstances. 


2. Strong efforts should be made 


to achieve full coordination of the’ 


complete array of habilitative and 
rehabilitative services in each lo- 
cality. To assure continuity of 
services, all case-finding and pre- 
ventive health services and educa- 
tional programs, as well as those 
agencies immediately concerned 
with the treatment and rehabilita- 
tion of the hearing handicapped in- 
dividual should be included. Such 
coordination can be most helpful 
if it embraces a relatively large 
geographic area like a state, or a 
relatively large population unit like 
a city. 


3. The organization of local 
groups on hearing conservation 
composed of representatives from 
all service agencies and all service 
areas should be encouraged as a 
means of achieving fullest inter- 
professional understanding and co- 
operation. 


4. Appropriate professional 
groups should be encouraged to 


which are locally available. Such 
information will encourage more 
adequate referrals and better util- 
ization of facilities. 


5. Surveys of existing programs 
in habilitation and_ rehabilitation 
should be undertaken to reveal 
both the elements of adequate serv- 
ice activities and the points of 
hiatus. 


6. Careful study should be made 
of people who are the products of 
our present programs in habilita- 
tion and rehabilitation to discover 
the strengths and weaknesses of 
our past procedures. 


7. Pilot studies should be under- 


taken to evaluate various habilita- | 
tion, rehabilitation, and restorative 


procedures through a_ controlled 
comparison of methodologies. Pilot 
studies can help clarify the effec- 
tiveness of these procedures in vo- 
cational rehabilitation, in the man- 
agement of communicative dis- 
orders and the like. 


8. A strong program for dis- 
tributing information on_ hearing 
and its problems is urgently rec- 
ommended as an essential first step 
to improving the habilitation and 
rehabilitation accomplishments of 
the Nation. The general public and 
the total professional community 
must be knowledgeable in these 
areas if they are to take proper ad- 
vantages of the services which are 
available. Among the specific steps 
which can be taken to publicize 
hearing problems are the follow- 
ing: 


(a) To urge increased at- 
tention to problems of hearing 
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in the undergraduate medical 
curriculum, all teacher 
training, in nursing education, 
in social service education, in 
postgraduate otologic training, 
and other programs of profes- 
sional education. 


(b) ‘To conduct demonstra- 
tion programs for the lay pub- 
lic and the community of pro- 
fessional workers. 


(c) To prepare information 
booklets such as those pre- 
pared for other fields by the 
U. S. Public Health Service 
and the Office of Vocational 
Rehabilitation. 


(d) To encourage the uti- 
lization of State and com- 
munity resources in the area 
of habilitation to reduce the 
need for rehabilitation. 


(e) To conduct wide public 
relations programs utilizing 
press, radio and television for 
educating the general public 
to accept the person with a 
hearing loss sympathetically 


and for helping those with 
such loss to take advantage of 
the hearing services available. 


9. Attention must be given to 
ensuring the continuity of the pro- 
fessional task of serving those with 
impaired hearing. It is illogical to 
separate preventive from rehabil- 
itative activities and, similarly, to 
separate these from the task of a 
long-term follow-up. 


10. As a final recommendation, 
the dynamics of human _ behavior 
must be continuously studied, since 
these dynamics are critical in the 
successful habilitation or rehabilita- 
tion of the individual patient. The 
total program for each patient is 
one wherein medicine achieves for 
the individual his full physical ca- 
pacity to benefit from educational 
and social management early 
enough so that such management 
can be truly effective. This total 
program is improved and its re- 
wards increased as our under- 
standing of the individual expands 
and as the professional team 
achieves a full cooperative attack 
on his problems. 
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Group D 
TRAINING AND RESEARCH 
Chairman 


HALLOWELL Davis, M.D. 


Recorder 
Dr. ROBERT FRISINA 


Key Members 


Dr. PowrieE V. Doctor 
Mr. HeELMER R. MYKLEBUST 


More manpower is needed in our 
work, but there is no reserve pool 
of the kind we need. How, then, 
should the needed special personnel 
be trained? How can the trainees 
be found, selected and motivated? 
Just what are the jobs for which 
we wish to train them? 


The tasks of audiologists, social 
workers, teachers of speech read- 
ing, vocational counselors, and 
teachers of handicapped children 
call not only for different training 
but also for different talents and 
interest. 


A “rehabilitation center” im a 
major city may be able to employ 
a whole set of personnel, each 
trained for a special task, but in 
smaller communities some of the 
jobs may have to be combined if 
they are to be done at all. 


What sort of careers can be of- 
fered to our prospective trainees? 
What opportunities are sufficient to 
warrant the undertaking of long 
and difficult training? Can we be 
realistic about the level of compe- 
tence needed for the various tasks? 
It may be a mistake to set stand- 
ards too high as well as too low. 
A man who is “too good” for a job 
that gives him no chance to grow 
and exercise his capacities to the 
fullest is not likely to stay in it. 


Will our “professional workers” 
be truly professional? To what 
profession will they belong? What, 
for example, is an audiologist? 
What should he do? What does he 
actually do now? What does he 
really need to know? If we can an- 
swer these questions, we can more 
reasonably answer how he can be 
found and how he can be taught. 


And how about the doctor— 
whether he be general practitioner, 
pediatrician or otologist? Is there 
perhaps a primary job of teaching 
and training to be done in our 
medical schools and hospitals?— 
from the group chairman’s open- 
ing remarks. (Dr. Davis’s remarks 
on research are given in an earlier 


paper. ) 
REPORT AND RECOMMENDATIONS 
1. Training 


A. The conference recognizes the 
fact that there is a shortage of compe- 
tent persons trained in the problems 
created by impaired hearing. This 
shortage is evident in the following 
helds : 


1. Physicians 
a. Otologists 


b. Pediatricians 
c. Obstetricians 
d 


Industrial physicians 
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e. Gerontologists 

f. General practitioners 
g. Neurologists 

h. Psychiatrists 

1. Pathologists 
Teachers 
Audiologists 

Speech Pathologists 
Psychologists 
Vocational Counselors 
Social Workers 
Nurses 

Religious Workers 


B. The conference is of the opinion 
that each of these professional groups 
has important contributions to make in 
the area of hearing impairments. It is 
recommended that minimum profes- 
sional standards be encouraged in each 
profession as they relate to hearing im- 
pairment. 


C. This conference recommends in- 
creased financial support of existing 
programs and the creation of additional 
programs of support for the training 
of all shortage-category personnel con- 
cerned with medical, audiologic, educa- 
tional and research problems of hearing 
impairment. 


Ll. Research 


Research of great interest and im- 
portance to those concerned with the 
special problems of hearing impairment 
and its effects on the individual is in 
progress in many institutions. Many 
and diverse scientific disciplines are in- 
volved. Financial support for such 
basic research should be increased. 


There are also special problems of 
hearing impairment itself and of the 
habilitation and rehabilitation that such 
impairment makes necessary. These 
special problems include those of pre- 
vention, identification, diagnosis, evalu- 
ation and medical care. They also in- 
clude the special and difficult educa- 
tional problems encountered in teaching 
those who are deaf. 


Particularly important groups of 
special problems that are appropriate to 
clinical or classroom settings are the 
establishment of clear criteria of hear- 
ing impairment and the validation of 
these criteria. There is also the task 
of defining accurately the magnitude of 
the problems of hearing impairment. 
There should be a continued search for 
improvement of clinical and educational 
techniques and also studies of the ac- 
tual effectiveness of the procedures that 
are employed. All such studies deserve 
increased financial support. 


ree two-way communication should 
be established between investigators 
working in the basic scientific disciplines 
and those who deal directly with indi- 
viduals whose hearing is impaired. The 
problems and the needs of the clinic 
and the classroom should be made 


known to the laboratory investigator 
and the results of basic research should 
be made available in readily intelligible 
form to those who may be able to apply 
them to the special problems of preven- 
tion, diagnosis, treatment, habilitation 
and rehabilitation. 
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CHAIRMAN’S SUMMARY OF THE CONFERENCE 


You have heard your chairman describe the importance of hearing and the 
magnitude of the hearing conservation problem. You will remember the goals of 
the conference, but to refresh your memory— 


To bring into focus the size and nature of the impaired hearing problem. 


To prescribe activities that could be engaged in which would improve 
services that are now offered in all four areas of case finding, care, 
habilitation and rehabilitation and research training. 


To point out new personnel and fiscal resources that might be mobilized 
to expand and improve the services available to those with impaired hearing 
(specifically local, state, and federal health agencies). 


To designate areas of productive research and types of training. 


To produce a document that could be used in promoting the development 
of the expanded hearing conservation activities. 


To help hearing conservation compete with such headline getters as 
“Radiation,” “The Aging,” “Cancer,” and “Poliomyelitis.” 


I think you will agree that the reports as you have just heard them have gone 
a long way toward satisfying the purposes of the conference. Dr. Davis gave you 
some definitions which you would do well to memorize and use. He told you of 
some trends for the future and some changes in familiar standards which may 
require a transition period of adjustment for most of us. He differentiated between 
basic research and clinical research. All of you might not agree with his ideas 
on this, but believe me, there is great merit in the principles implied by his differen- 
tiation. Too much time and money are wasted by poorly trained people who believe 
that research consists of performing a few prescribed procedures that result in 
numbers which can be used to support previously expressed opinions. 


I would like to remind you of a statement by Dr. Davis which I think is one 
of the most important statements of the conference. I quote, “An important and 
everlasting problem for any service group is the continued questioning and testing 
of its own methods of procedure.” 


Dr. Waterhouse told you about a national health survey now in progress— 
you learned that each respondent will be given a threshold air conduction hearing 
test. The results of this survey will provide the first representative population 
sample we have had. 


To me, one of the highlights of this conference was Dr. Doctor’s talk on 
“Deafness in the Twentieth Century.” I can truthfully say I’ve never heard a more 
moving speech on the problems of the deaf. | congratulate Dr. Doctor and urge 
you all to read and reread his paper. 
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Following this, your group chairmen outlined their ideas on the scope of the 
“working groups.” Dr. Pastore’s group on early case finding set as their goals: 
1. To define early case finding. 
2. To establish the importance of early case finding. 
To consider methods of follow-up and referral. 


3 
4. To determine who is responsible for getting the job done. 


The goals of Dr. Lierle’s group on care of persons with impaired hearing were. 
1. To define the scope of “care” of those with impaired hearing. 
2. To bridge the gap between case finding and care. 
3. To determine how proper evaluation, diagnosis and care can be guaranteed. 


4. To consider how continued evaluation and care can be assured. 


Dr. Lederer felt that his group should consider that “rehabilitation must 
take a man from where he is to where he wants to go. To make him self-sustaining 
and perhaps socially invincible (if possible) and educationally adequate.” His 
group was: 


1. To deal with auditory problems as they affect the person. 
2. To divide rehabilitation into medical, educational and social areas. 


3. To offer for medicine, audiology, and social service such goals as w ould 
mean the restitution of the total person. 


Dr. Davis stated that research must be thought of as two kinds—hbasic and 
clinical. This conference is rightly oriented toward clinical research, and Group D 
will establish some of the needs of such research. They considered training and 
recruitment of personnel and thought that training must be oriented toward the 
iob to be done. The following topics were outlined for consideration: 


1. How can existing training programs be augmented to meet the varied 
needs ? 


2. What sort of careers can we offer our prospective trainees? 


3. Can we be realistic about the level of competence necessary and adjust 
our training and recruitment accordingly ? 

4. Will our “professional workers” be truly professional and, if so, to what 
professional group will they belong? 


5. How about the education of the medical profession as regards problems 
of hearing: 


You heard the reports of the deliberations of each of the groups. You can 
judge for vourself how well each group has answered the questions posed by its 
chairman, 


Let me attempt to summarize these work group reports. 
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Group A has provided you with a very thoughtful and complete justification 
for early case finding. They have neatly, and probably rightly, sidestepped recom- 
mending an accepted screening method for school children by recommending that 
a committee be set up to study this question. Group A was careful to point out 
that (1) screening results should be treated as just that and we should avoid 
alarming those involved before there is valid reason; (2) that parent and teacher 
education concerning the importance and meaning of hearing screening programs 
should be conducted; (3) that good screening programs should discover all cases 
without over-referral problems; (4) that special attention be paid to industrial 
and geriatric groups; (5) that attempts should be made to establish the responsi- 
bility for screening. 


Group B has made specific recommendations which, in my opinion, are long 
overdue. Some of them are ambitious and even idealistic, but what group is better 
qualified to set goals that will eventually attain better care for the person with 


? 


impaired hearing?’ Certainly compromises will be made under certain circum- 
stances, but at least those of us who must compromise will know this and strive 
to reach the higher levels. Progress and advance depend on energetic people who 
at times may take the privilege of dreaming. 


| would like to suggest a slight change in their final recommendations. In 
place of “encouraging national, state and local agencies to establish much needed 
educational and rehabilitative facilities for individuals with partial hearing loss,” 
can we change this to recommend that national, state and local agencies be 
encouraged to assist presently existing facilities to expand or to assist non- 
governmental groups to establish facilities where none exist. There are many 
inadequate facilities that could be made adequate with the proper financial and 
professional help. There are many educational institutions, centers, and hospitals 
that should have and could have such facilities if financial assistance were 
available. 


Members of Group C feel that their end goal is to develop the total person 
to his maximum effectiveness in view of his personal configuration of physical, 
communicational and social limitations and _ potentials. 


Who shall take “primary responsibility” for the total task? The job is difficult 
to assign. Certain aspects of the job fall into certain specialties, but whether one 
discipline is able to and should assume responsibility for the entire process of 
habilitation and rehabilitation is a subject for further study to determine the 
solution that is in the best interest of the handicapped person. 


Group C has realistically pointed out: 


(1) that total rehabilitation is a complex and difficult task. 


(2) that outlined goals will never be reached without complete interdisci- 
plinary cooperation. 


(3) that existing facilities should be evaluated and their existence made 
known to the public and to related professional groups. 


Group D recognized that there is a shortage of personnel trained in the 
problems created by impaired hearing in the broad disciplines of Audiology, E-du- 
cation, Human Behavior, and Medicine. They have recommended increased 
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financial support of existing programs and creation of additional training pro- 
grams for shortage category personnel. 


They have recommended that research in special problems of hearing impair- 
ment itself, such as, prevention, identification, diagnosis, evaluation and medical, 
be supported! Significant is their recommendation that free two-way communi- 
cation should be established between investigators working in basic research and 
in clinical research. 


linally, | would like to add that much of what is recognized and recommended 
in these reports has been mentioned before. We will all have to agree, however, 
that repetition with the force of added experience is very worthwhile. 


| look to the near future and hope that soon more specific numbers and cri- : 
teria can be provided. | am convinced that these numbers and criteria are not 3. 
distant. We have outlined our goals clearly. Can we not look forward to routes a 


with specific guideposts by which to reach these achievements soon? 7 
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